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% My dear Mr. Hahn: e| 
K The hospitals of the nation constitute our most : 
G important agencies in relieving the suffering of our people ey 
incident to the ills and injuries to which they are RY 
% inevitably subjected. Almost every man, woman, and BY 
% child in our land at one time or another must have the By 
. care and treatment hospitals afford. si 
: Our country is fortunate in having a large number of By 
: well equipped hospitals ably managed, and staffed with Fy 
s highly efficient professional experts. The relationship EY 
e between these institutions and the people should be 2 
ye intimate and sympathetic. x 
K The American Hospital Association is to be highly 2 
Q commended for designating a National Hospital Day, ® 
C a day upon which the hospitals of the country will welcome 2 
q the people of their respective communities within their 5) 
c doors as guests. I trust that our people will take this DY 

opportunity to secure first hand knowledge of the hospitals 5 
: of the nation and the vast human service they are Ri 
: rendering. 
ie Very sincerely you ES 


; (nthe. : 


Me Mr. Albe Hahn, BY 
Chairmai ional Hospital Day Committee, 5 

Deacone: yspital, 5 
Evansvilie, indiana. < 
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Hospitals and Legislation 


HROUGH CONCERTED hospital action and because of it, legislation 

has been decidedly favorable to our hospitals since the first of this 

year. Hospital lien laws that have meant large amounts of money 
to the hospitals have been passed in the different states. These laws have 
in many instances enabled the hospitals to secure reimbursement for ser- 
vices given, and without great effort, which was entirely lost before the 
laws were enacted. Through the operation of these lien laws the attor- 
neys have almost invariably co-operated with the hospitals in securing 
payment of services rendered persons injured through accidents. 

In three or four of the states, laws have been enacted, or are in process 
of enactment, which will secure for our hospitals payment for services 
to victims of automobile accidents. In only four states has the so-called 
automobile accident law been introduced in the legislature and in no in- 
stance, at this writing, has this legislation been defeated. 

The hospitals in practically all the states have secured satisfactory 
exemptions from proposed income tax laws, sales tax laws, and laws tax- 
ing contributions. In many of these states, favorable action was secured 
by the legislative committees of the state hospital associations, after atten- 
tion had been brought to these laws through the Legislative Bulletins re- 
leased from the headquarters of the Association each week. 

In many of the states, laws controlling the hours of employment have 
exempted nurses and other employees in hospitals. The hospitals in most 
instances will voluntarily arrange the hours of employment in a manner 
that will be satisfactory both to the institution and the employee. 

In some eight or ten states where laws have been introduced compel- 
ling hospitals receiving support from tax sources, or exemptions from 
taxes in the respective states, to admit unqualified practitioners of the 
healing art, they have been defeated. No laws of this character which 
have been introduced in the various state legislatures have passed, up to 
this writing. Such laws are pending in several states, and the hospital 
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authorities as well as the medical profession should take prompt measures 
to defeat them. 

In three of the states, laws have been passed authorizing the use of 
state relief funds for the reimbursement of hospitals for the care of in- 
digent patients. 

Laws introduced in the Dominion Parliament and in the various legis- 
latures of the provinces of the Dominion have been generally favorable 
to hospitals. No legislation has been passed in Canada, either in the 
Dominion Parliament or in the provinces, which would prove detrimental 
to their interests. 

In the United States Congress the social economy laws incorporated in 
the Wagner-Lewis bills have been amended in committee so as to exempt 
hospitals from the provisions of the unemployment and old age pension 
sections of the law. It is believed that when this legislation is submitted 
in final form, the amendments will be retained and the bill will pass Con- 
gress with the exemptions included. 

Hospital administrators and members of the boards and staffs of insti- 
tutions who are interested in legislation favorable to hospitals, either of a 
local or national character, should advise their representatives in the legis- 
latures or in Congress, either in person or by letter, and secure their sym- 
pathy and co-operation. A great many institutions have neglected to 
do this. If the hospital interests are to be served in legislative matters, 
our people must take the time and trouble to advise and counsel with 
their representatives in legislative bodies. As a general rule our law- 
makers are favorable to our institutions and will support any reasonably 
sound measure that will aid them. 

The favorable legislation that has been accomplished so far has been 
accomplished through a united effort due largely to the work of the 
Legislative Advisory Committee and the members of the legislative com- 
mittees of the various states in the program which they devised and 
adopted at the Philadelphia convention. 





National Hospital Day in 1935 


RESIDENT ROOSEVELT, in commending the American Hospital Asso- 

ciation for designating a National Hospital Day, emphasizes its value 

to hospitals in affording an opportunity for all our people to ‘‘secure 
first hand knowledge of the hospitals of the nation and the vast human 
service they are rendering.” 
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This year to a much larger extent than in previous years, hospitals 
throughout the continent and many overseas will arrange for the ob- 
servance of Hospital Day. Through this great movement, people who 
seldom come in contact with our fine institutions are being educated 
in the material and spiritual values of our hospitals. There is no ques- 
tion but that the fine sentiment which has grown up on the part of the 
people for our institutions has been cultivated and developed through 
their visits to our hospitals on Hospital Day. 

The Chairman of the National Hospital Day Committee—Mr. Albert 
G. Hahn—and his assistants have made a fine contribution for the present 
year. They have worked unceasingly and to good purpose. 

Each year, the hospitals which have entered into the spirit of the Day 
have increased in number. Hospitals in others countries are following 
the lead of the hospitals of North America, and the observance of Hos- 
pital Day has become an international event. 





As a Great Editor Views 
Our Hospitals 


R. GEORGE Horace Lorimer, editor of the Saturday Evening Post, 
the most widely read of our national magazines, has always been 
particularly interested in and sympathetic toward hospitals. His 

editorial attitude has been one of benevolent understanding of the hos- 
pitals’ problems and purposes. 

Of particular interest to the hospital field is the editorial in the issue 
of March 16, on— 


The Plight of Our Hospitals 


None of our public institutions which look to the generosity of the 
public for their maintenance are feeling the pinch of depression more 
sharply than our hospitals. Many of them are compelled to operate 
upon a skeleton basis at a time when the demand for their service is most 
insistent. Many of them find it impossible to balance their budgets even 
after enforcing these most drastic economies. 

The reasons for present conditions are not far to seek. Income from 
endowment funds has been sharply cut. Gifts from regular contributors 
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have fallen off. The number of private-room patients has steadily 
dwindled. While income has thus been reduced, outgo has often been 
unavoidably increased. As the number of pay patients has fallen off, 
the proportion of free patients has steadily mounted. 

The public is always quick and bitter in its denunciation of institutions 
which turn away suffering and penniless patients, but hospitals are like 
their critics in that they have to pay the butcher and grocer and coal 
dealer, whether they are breaking even or not. Well managed institutions 
do not like to close their doors in the face of suffering humanity, but 
they are confronted by the same stern necessities with which the rest of 
us have to cope. 

Persons unfamiliar with hospital management often expect more from 
these institutions than they can possibly render. So great is the free 
service they contribute to their communities and so widely has it be- 
come expanded in recent years that the public, for the most part, takes 
it for granted as a vested right, without asking or even wondering how 
it is financed or by whom the costs are ultimately paid. 

Most of our hospitals deserve well of the public they have so long and 
so zealously served. The same public should stand behind them in the 
emergency which no possible foresight or good management could have 
averted, and see to it that they are enabled to carry on. This is a serious 
matter of public safety. 





of 


Hospital Service in 1934 


HE Fourteenth Annual Report of Hospital Service in the United 

States for 1934, made by the Council on Medical Education and 

Hospitals, and published in the current issue of the Journal of the 
American Medical Association, March 30, 1935, confirms President 
Roosevelt’s National Hospital Day statement that ‘The hospitals of the 
nation constitute our most important agencies in relieving the suffering 
of our people incident to the ills and injuries to which they are inevitably 
subjected.” 


Distribution of Hospitals 

The geographical distribution of hospitals shows an adequate and 
usually satisfactory hospital service for 96% of the population of the 
United States. This proportion of our people live within a 25 mile 
radius of listed hospitals. In agricultural states like Illinois, Ohio, Iowa, 
and Minnesota, less than one-tenth of one per cent of the population live 
beyond a 25 mile radius of an acceptable hospital. In the desert and 
mountainous states, particularly in sparsely settled areas, in states like 
Arizona, Colorado, Utah, Nevada, the location of hospitals follows closely 
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along the line of important railroads or highways, and while large areas 
of mountain and desert land have no hospital, yet the ratio of hospital 
beds to population in these states closely approaches the classical. 

The means and methods of rapid transportation have brought the 
rural population close to their hospitals, and for the 96% of our popula- 
tion, the difficulties of distance from a good hospital are negligible. 

The survey reports that out of 4,036 general hospitals, 2,003 were 
located in communities of under 10,000 population, and 2,033 in com- 
munities over 10,000. The rural community hospitals contain 68,806 
beds, admitted 1,073,005 patients, had an average bed occupancy for 
the year of 50.2%, and an average daily census of 34,529. The 2,033 
urban hospitals, with 282,023 beds, admitted 5,022,426 patients, had an 
average bed occupancy of 62.4%, and an average daily census of 176,000. 
The length of stay in the rural hospitals averages 12 days per patient; 
in the urban, 13 days. 

Only in very exceptional areas are additional rural hospitals needed, 
and none should be constructed unless after a careful survey by com- 
petent hospital authorities it is found that the population is large enough 
within the selected area to justify the use of Government, private, or 
philanthropic funds for this purpose; and more important, if there is 
sufficient medical talent within the area to adequately staff the hospital 
and render an efficient professional service to the patients. 


Length of Stay in the Hospital 


It is interesting to note the variable in the length of patient stay in 
general hospitals under different classes of ownership. It is a longer stay 
in Federal hospitals, and shorter in proprietary hospitals. The patient’s 
stay in Federal hospitals is 37 days, state 21.5, county 20.6, city 15.5, 
city-county 17.4, church 11.4, fraternal 17, philanthropic association 
hospitals 11, independent and partnership eight, corporation nine. 

If we compare the unit cost per hospital patient in voluntary hospitals 
for an average patient stay of 11 days, at from $50 to $55, the per 
patient cost in Federal and other tax-supported hospitals giving com- 
parable service may be figured on a fair actuarial basis, and the increased 
cost per unit of patient stay in tax-supported hospitals—particularly 
Federal hospitals—becomes apparent. 

In general the survey shows that in governmental, i.e., tax-supported 
general hospitals—Federal, state, city, and county—the average stay per 
patient is 21.2; in non-proprietary or voluntary hospitals 11.2; and in 
proprietary hospitals 8.7 days. 
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There has been a decrease of 103 hospitals listed for 1934 over previous 
years, yet the increase in bed capacity totals 20,340. The bed capacity 
in governmental hospitals is 23,415, while there is a loss of several 
thousand beds in non-governmental institutions. 


Admissions to Hospitals 

One out of 17 of our population, or 7,144,416, were admitted to our 
hospitals in 1934, against 7,037,982 (one out of 18) in 1933; a patient 
admitted every 4.4 seconds each day in the year, including holidays and 
Sundays. In 1934 there was a total of 302,958,770 patient days, against 
295,748,915 in 1933, a gain in patient days of 7,236,855 for the year. 
This increase is fully accounted for in the increased number of admissions 
and increased patient stay in Federal and other tax-supported institutions. 

Of further interest is the distribution of admissions in hospitals classi- 
fied by control and ownership. Out of a total of 7,147,416 admissions 
in 1934, tax-supported hospitals (Federal, state, city, and county) 
admitted 2,159,065, voluntary hospitals 4,163,735, proprietary 824,616 
patients. The average daily census in governmental hospitals was 
645,000—a gain of 18,926 over 1933; in voluntary hospitals 157,067; 
and in proprietary 28,031. 


Maternity Service 

701,143 babies were born in hospitals in 1934, against 709,276 in 
1933, a decrease of 8,133. Federal hospitals gain 1,028 births in 1934 
over 1933. All governmental hospitals gain 2,740; while non-govern- 
mental hospitals experienced a loss in number of births of 10,873 for the 
year. 


Administrators 

2,226 (35%) hospitals are administered by doctors of medicine; 2,551 
(40%) by registered nurses; and 1,545 (25%) by administrators with- 
out medical or nursing degrees. (AUTHOR’s NOTE: Hospitals keep con- 
stantly employed and on payroll 745,000 people.) 


Nurses’ Training Schools 

Hospitals maintained 1,531 nurses’ training schools during 1934, all of 
which were schools accredited by the State Boards of Nursing Examiners. 
Only 18 additional schools were unaccredited. 


Laboratories 
4,271 (67.43%) out of 6,334 report having pathological laboratories. 
2,950, or 46.57%, have medical directors. 
[10] April, 1935 
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4,488 (70.86%) reported x-ray departments, with 3,403 physicians 
serving as radiologists. 

2,008 have physical therapy departments, and 1,168 have dental de- 
partments. 


Necropsies 

The Council on Medical Education has adopted a change in its method 
of necropsy computation. The report says: “All bodies removed from 
hospitals by coroners or medical examiners, and hence not available for 
examination in the presence of the interns, may be disregarded as hospital 
deaths. This ruling will affect also those bodies removed from hospitals 
and directed to medical schools for dissection. In this way, hospitals are 
not penalized because of official practices over which they have no 
control.” 

The American Medical Association is performing a distinguished service 
for the medical and hospital field in conducting this exhaustive survey, 
and making its report each year. The information assembled is compiled 
with as great accuracy as is humanly possible to compile it. Hospitals 
should co-operate in sending their reports to the Council on Medical 
Education and Hospitals each year. Out of 6,437 questionnaires sent 
out, 6,230—all but 207—replied. This year, not a single reply should be 
missing. 

The Editor of the BULLETIN acknowledges with appreciation the 
courtesy of the Journal of the American Medical Association in making 
available the advance sheets of this survey for review in the April issue. 





Hospitals and the Industrial Code 


It is to be recalled that the American Hospital Association took up 
with the Code Administration director in Washington the complaints of 
institutions on the West Coast in connection with the attitude of the 
paper industry in the application of its industrial code to hospitals. 

The March number of THE BULLETIN contains the preliminary cor- 
respondence. Under date of March 5 the Association received the fol- 
lowing letter from the Hon. D. M. Nelson, Code Administration director. 
Mr. Nelson’s communication suggests a willing attitude on the part of 
his department in adjusting any difficulties that may arise on the part 
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of the various industries in their attempt to observe a full compliance 
with the provisions of their codes in selling their products to hospitals. 


Mr. Nelson’s letter follows: 


NATIONAL RECOVERY ADMINISTRATION 
WASHINGTON, D. C. 
March 5, 1935 
Dr. Bert W. Caldwell, 
Executive Secretary, 
American Hospital Association, 
Chicago, Illinois 


Dear Dr. Caldwell: 


With further reference to my letter of February 25, I have now had 
an opportunity to investigate the subject matter of your letter of Febru- 
ary 14 addressed to the Hon. Donald R. Richberg. 


I am assuming that you are not raising, at this time, any objections to 
the exemptions from Administrative Order X-4, dated January 23, 1934, 
pertaining to the x-ray and electromedical apparatus industry, and the 
electrical manufacturing and scientific apparatus industry, nor that you 
are raising the issue of Administrative Order X-39, dated May 28, 1934, 
which modified Administrative Order X-4 wherein it is stated that mem- 
bers of the Retail Solid Fuel, Wholesale Coal and Bituminous Coal In- 
dustries are not exempted in any respect from full compliance with pro- 
visions of such coal Codes in selling coal to hospitals. 


Regarding your complaint that the Paper Industry on the West Coast 
insists upon including hospitals in its Code provisions and Code applica- 
tions, I am informed that the Paper Industry have no exemptions and 
that none have been requested in connection with hospitals, but rather 
that they have endeavored to cooperate to the fullest extent where it is 
known that the hospitals were not operating for profit. 


There is no official list in your communication indicating such in- 
stitutions; and, if you will be good enough to cite the specific cases in 
which the question has arisen, I feel that there will be little difficulty in 
having the matter adjusted. 

Very truly yours, 
(Signed) D. M. NeELson, 
Code Administration Director 





37th Annual Convention, St. Louis, Missouri—September 30-October 4 
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Organizing the Hospital Service 
of a Community 


B. W. BLACK, M.D., 


Director, Alameda County Institutions 
Alameda County Hospital, Oakland, California 


OR YEARS we have read and talked of the necessity, as well as the 

desirability, of hospitals’ assuming their natural place in the commu- 

nity where each may serve as a center of important health activi- 
ties—this being, in effect, a desire to improve community well-being. 
The details of any plan are often avoided, but the hospital councils are 
proposed as one method for developing plans and establishing them as 
effective methods of co-ordinating the efforts of each hospital and at the 
same time making the service of each more effective. The basic prob- 
lem of any method that has yet been suggested reveals the necessity of 
hospital people themselves recognizing that each community presents a 
health problem to which they themselves may best lend assistance in the 
solution. No persons, or groups of persons, may more reasonably be 
expected to take leadership than those engaged in hospital work, as hos- 
pital personnel include medical executives, administrative executives, 
nurses, dietitians, and also highly skilled persons trained in the field and 
well qualified to deal with its many-sided implications. 

The pressing need for co-operation between hospitals and other health 
agencies such as health departments, social service organizations, visiting 
nurse organizations, Red Cross Chapters, and volunteer clinics, with the 
resultant better understanding between public and private hospitals and 
other agencies concerned, is more apparent at the present time than ever 
before. This fact has been stated many times by representative bodies 
in each field and those who speak for various other agencies, during re- 
cent years. The public is becoming more and more conscious of the 
health needs of the people. The experiences of recent years for conserva- 
tion of funds, and the enforcement of economies more rigid often than 
efficiency permits, but accentuate the demand that seems to require com- 
munity organization and co-operation. The future success in such solu- 


1Read before the Western Hospital Association and Western Catholic Hos— 
pital Association, San Francisco, February 18-21. 
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tions seems to he in the successful operation of such co-operative effort. 
When each health agency cannot afford to give a complete service, then 
specialization and concentration on one specialty in which the agency is 
best equipped must follow. When all of the agencies in a community 
correlate their work, the result is almost certain to be a more complete 
and well handled health service which may be maintained at a lower cost 
than if each worked independently. 


In a given community it is found that there are sufficient hospital beds 
to serve the entire population, with prices covering a range to en- 
able any person to secure hospital service within his ability to pay. 
The public tax-supported hospital occupies a prominent and impor- 
tant position and still performs a legitimate function in the community 
and continues to do so without becoming a factor in competition with 
hospitals that are not tax-supported. Such a condition may be brought 
about only by the intelligent understanding of the situation with a defini- 
tion of the relative place that each institution occupies, as well as the 
establishment of the need served by each. An appreciation on the part 
of the public officials concerned with the operation of the public hospi- 
tals is an important community asset, and communities must be protected 
in retaining such assets. A broad interpretation of the responsibilities 
imposed by law is required and demands the application of a degree of 
mutual trust and confidence only brought about by the type of organi- 
zation which serves a segregation of needs that each may supply and at 
the same time all may remain in the field. Standards of excellence in the 
public as well as the private hospitals need not be sacrificed in giving a 
complete hospital service to the designated community. 


There remains much to be desired in the development of ways and 
means wherein hospitals may serve each other to the benefit of each hos-- 
pital and at the same time preserve the all-important interest of the 
patient. Standard methods of accounting are being adapted more and 
more to the hospital group. As these methods become more detailed and 
useful to the executive, a fundamental purpose for comparison will fol- 
low and will demonstrate the necessity of requiring that similar payment 
be made for similar service rendered in like institutions. We may expect 
to continue our efficiency drives that are constantly being made by hospi- 
tal executives only as there is developed a complete analysis of administra- 
tive and service costs. It is practically useless to maintain elaborate cost 
accounting systems unless they have found their ultimate purpose—a 
proper relationship to service rendered—thereby establishing a comparison 
between the earnings of the institution and the expense involved in car- 
ing for the patient. 
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My own direct interest in public hospitals stimulates a desire to dis- 
cuss more particularly the place of the public, tax-supported hospital in 
the health program of a given community. There is, I think, a common 
ground as a point of departure wherein we may find general agreement 
and a plan of understanding to the mutual advantage of each. A public 
hospital well managed and well directed, maintaining acceptable stand- 
ards, should be the center of a preventive health program, as well as the 
place for the application of modern curative measures in the practice of 
medicine in the community. If we assume that this statement is true, 
then it follows that much attention must be given in the proper devel- 
opment of such public institutions. 

The county hospitals are at this time occupying a position of greater 
prominence in the hospital field and in the eyes of the community than 
ever before. Imagination need not run loose to find the manner in which 
this increasing prominence will affect the private hospitals, the private 
clinics, private duty nursing, and even the physicians, and its influence 
in the future on any public health program may be expected to increase 
its activities and its functions are destined to multiply and expand. 

Extended public welfare effort has continued to spell, during the past 
few years, steadily mounting tax rates. Many private volunteer organi- 
zations have been forced from the field and relief loads have been trans- 
ferred from private agencies to public departments. Higher real estate 
taxes, income taxes, surtaxes, and other special taxes have found their 
way to the taxpayer to be met by curtailed income and total loss of in- 
come—all of which have increased tax delinquency. This has proved so 
true that the future seems uncertain and no help may be expected from 
tax increases in the immediate future. The contributor to community 
funds and the supporter of welfare programs has felt this loss of income 
and now knows for the first time in his generation the burden of increased 
taxes. His attitude toward the future is changed and he is convinced 
that he must conserve his resources. He has become a critic of the whole 
welfare program. Not only in the operation of the public hospitals is 
the public more and more intolerant of careless planning and less than 
efficiency in operation, but a similar scrutiny is being directed toward 
the private institution where less than business efficiency in any operation 
is maintained. 


The damage that has been done to the morale of thousands of people 
by their continued unemployment will be felt for a generation. The call 
for free medical care and free hospital care is becoming louder and more 
insistent and will continue so far as one may guess into the future. These 
are the problems that must be met when we consider the place of the 
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public hospital in the health program and remember that the community 
sovereign is the taxpayer who may vote millions without the necessity 
of his contributing pennies; who may demand free service in the medical 
and hospital world without the necessity of his even giving consideration 
to the economic principles embodied in such action. If we would serve 
the demands in the future, the public hospital must have the community 
confidence, merited by a service rendered at a cost that may be expected 
to be met by an interested public. Such a statement, in my opinion, can 
well apply to the operation of private hospitals which continue to func- 
tion only because of an intelligent public interest. When demands for 
community help are made, such community help will be given only if 
the same basis of service efficiency at minimal costs is maintained. The 
hospitals must be constantly subjected to a critical scrutiny by a commu- 
nity that has become tax-conscious as well as contribution-conscious. The 
public hospital has been a very vulnerable point in that it is under politi- 
cal control. If politics have made themselves felt in its administration; 
if politics dictate control of its personnel; if doctors and nurses have been 
selected not taking into consideration ability alone, then these conditions 
will bring criticism in the future in a greater degree than has been true 
in the past. 


The public has ordinarily given little attention to the public hospital. 
Its attention has been directed to it only because of some unforeseen 
or disagreeable occurrence and no thought is given by the community to 
the excellence of the service except through a renewal of community 
consciousness. They have been accepted in a field operated very much 
on their own; private hospitals were concerned with the public hospital 
only when competition was charged, and without this there has developed 
no interest in the policies adopted by the public hospitals, particularly 
prior to some four years ago. Since that time this has all been changed 
because public servants, meeting the demands of public pressure, have in 
many instances admitted to public hospitals cases amply able to pay who 
might well have gone to a private institution. Community inter- 
est demands that this attitude assumed by private hospitals toward 
the public institutions be changed in the future. The public hospital 
must not be ignored in a co-operative community health program. By 
the force of a directed public sentiment, it should fit into the picture and 
probably will serve better by having its position clearly defined, at the 
same time allowing other agencies to preserve their activities without cur- 


tailment, but with increasing usefulness. 


Munger of New York expressed the general thought when he stated 
that in almost all instances the public has demanded that proper care be 
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given to sick persons and has watched with anxiety the costs which these 
demands entail. As new demands have been made in order that stand- 
ards shall be maintained, these costs are increasing and the future efh- 
ciency in the public hospital will depend upon the value of public opinion 
as there develops an intelligent appreciation of the work accomplished. 
This sentiment on the part of the public is comparatively new in its 
development because formerly the patient in the public hospital was 
chronically poor and his voice could not have been heard had complaints 
been registered. With the changed economic conditions during recent 
years, it is found that there are many now receiving care in these public 
institutions who are only temporarily impoverished and who always in the 
past have been well able to pay for such care. 

Good public hospitals are rarely found in communities where corrupt 
political organizations have ruled, or where there has been a general in- 
consistency of governmental policy. Since they are so closely allied to 
the Government itself, public hospitals suffer the same inefficiency as be- 
falls Government, particularly when each succeeding administration elim- 
inates from further service all those who are a part of the prior admin- 
istration, without regard to past accomplishments and in their places there 
is appointed a new set of workers inadequately trained or inefficient from 
the standpoint of the demands made upon them in their new assignment. 

Since public hospitals are supported by the Government, it is futile to 
try to remove them from Government control. The remedy lies rather 
in the education of the public to demand greater efficiency by the Gov- 
ernment in handling this large problem. The type of public hospital in 
any community reflects rather truly the relative state of purity which 
exists in local politics. If there is found a disgracefully poor public in- 
stitution, the reflection is direct and certainly such a hospital will not 
long survive in the presence of honest Government. Even though a none 
too righteous political group desires to remain in office, good political 
judgment demands the realization that the exploitation of the poor sick 
is the most likely means of receiving a mandate from the public to re- 
turn to public life. 

The common causes of inadequacy in public hospitals may be sum- 
marized by stating that: 

1. Patients are permitted to enter public hospitals without due re- 
gard to financial eligibility, and without a proper investigation to deter- 
mine their rights under the indigency and pauper laws to receive care at 
the expense of the taxpayer. Likewise the forcing of admissions, through 
political channels, of persons well able to pay may be considered un- 
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pardonable in any community where adequate private facilities are avail- 


able. 


2. A method of selection of employees and the employment of such 
personnel on a political basis with no regard whatever for the fitness of 
the position. This leads to increased cost and an inadequate service to 
those who may be properly found as charges in such public institutions. 
It also tends to make it impossible for the deserving poor, entitled to such 
care, to receive the attention implied and demanded by law. 


Inadequate personnel, particularly inadequate executive personnel, per- 
mits more rapid depreciation of the hospital plant which within a short 
time develops inadequate facilities, equipment, and housing, which might 
otherwise be maintained. A public hospital permitted to deteriorate be- 
cause of lack of attention usually remains in a dilapidated state because 
it is very difficult to have large appropriations made at any time for 
purposes of rebuilding or renovation. With functions clearly defined, 
the public hospital should serve that portion of the public who are 
unable to pay for the necessary care in a private hospital. If this plan 
is clearly maintained, there need be no competition between the public 
institution and the private hospital, but it will demand in its accem- 
plishment that those concerned with both types of institution be 
acutely aware of the relative place each occupies. The private hospital 
and those interested in its development must show a much greater 
concern with the policies and methods of performance of the public 
institution, there being a jealous regard that the public institution shall 
assume only the responsibility covering the field that it proposes to 
serve. 


The problem of dealing with emergency cases following accidents on 
the highway and other types of accidents constantly occurring in any 
community is always a source of concern to the public hospital and 
the private institutions. It is found from an extensive survey that in 
the main, public funds expended in public hospitals care for emergencies 
that arise. The private hospital may in a measure be responsible for 
this because it has been found rather difficult for private hospitals not 
primarily engaged in emergency service to maintain an adequate or- 
ganization to provide for the emergencies which may come infrequently 
during the 24-hour period. The arrival of emergencies in any hospital 
is unexpected and without a planned organization prepared every hour 
of the day and night, less than satisfaction may be expected. It probably 
is true that a subsidy from the public funds might provide adequate 
emergency service in private institutions, but usually this has not proved 
satisfactory even where tried, because of the apparent inability on the 
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part of those responsible for the expenditure of public funds to provide 
adequate control of the professional care rendered to such emergency 
cases when the responsibility for their care rests with the subsidizing 
public agency. As a result of these factors, emergency cases, by direc- 
tion, are usually taken to the public emergency hospital. 

Through means of adequate insurance carried by those who may be 
injured or by those who cause the injury, this condition might be 
changed. As one who deals with a large number of emergencies, there 
remains constantly the hope that private hospitals can find some way to 
participate to their own advantage in the care of emergency cases. This 
suggestion is made only with the hope that in organizing a community 
service, such participation might develop. 

Public officials in the past in any community, particularly in the West, 
probably due to the drive of having institutions located in certain 
communities, have been willing to expend vast amounts of public 
moneys for the purpose of increasing accommodations in public hospitals. 
These expenditures have often been without regard to the necessities for 
increasing the total number of beds required by the entire community, 
and instances are well known to us where many new beds have been 
provided by Boards of Supervisors when, at the same time, ample un- 
occupied beds were found in the community in private institutions 
that were well operated. The proposal has been frequently made that 
instead of building new public beds, the facilities offered by private 
institutions should be utilized at a fair price and the patients’ care paid 
for by public funds. The objections that have been raised to this 
proposal again have been due to inadequate and improper control of 
such expenditures as well as the lack of opportunity given to supervise 
the medical care. There also arises in this connection a fundamental 
problem that remains without complete solution which has to do entirely 
with the method of covering the medical fees involved in the care of 
such patients in private institutions. Ordinarily, private hospitals are 
devoted to the care of pay cases and the hospital receives from the 
patient the cost for hospital care and the physician in attendance 
receives from the patient the cost for professional services rendered. 
Under ordinary conditions, free patients cared for in public hospitals 
receive such professional care from a voluntary staff. Apparently a 
voluntary staff in a private hospital has not yet been organized in a 
manner which permits professional care to be rendered without payment 
to the physician. Until this problem is solved and until adequate super- 
vision of professional care is provided, as well as supervision of the 


professional services rendered, one may not expect the policy to be 
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adopted that patients may be cared for in private hospitals at the expense 
of the taxpayer. 

The hospitals themselves may not be expected to solve these particular 
problems alone. A sympathetic consideration on the part of organized 
medicine must always be directed jointly toward their solution. The 
doctors themselves appreciate the difficulties that have arisen because of 
these factors, and while there is not a unity of opinion on the part of 
the physician and the hospital, until such a unity of thought arrives 
where care may be extended without penalty to the doctor or the 
hospital, many of these community hospital problems will remain 
unsolved. 

It is an accepted fact that the voluntary hospital represents the 
backbone of the hospital program in this country. The interests of all 
hospitals are so completely in relationship and so delicately balanced 
that it is not possible for one group to eliminate consideration of the 
other group. With our intelligent attention directed toward the 
organization of community hospital service, we may expect a better 
understanding of the public hospital which will assume only its proper 
place in the community and at the same time leave ample opportunity 
for increasing service rendered by private institutions. But, after all, 
in organizing a community hospital service, the final attention must be 
directed toward the efficiency in operation of any hospital, which implies 
that there shall be continuous study looking toward a better solution of 
the daily problems as they arise. In this modern changing world, 
whether insurance finally represents the solution to many of our prob- 
lems, and whether the insurance is made mandatory or voluntary, does 
not change the fact that hospitals in any community will continue to 
demand the respect of the public only so long as they are prepared to 
render a service to meet the expectations of a critical clientele and a 
public aroused to expect a standard never before demanded. 


To realize this statement, the impact of competition will require that 
the executive in any hospital shall assume the responsibilities of leader- 
ship comparable in accomplishment to the same type of leadership found 
in any other humanitarian adventure. When hospitals are manned by 
competent executives, their responsibility does not end until every de- 
partment is organized and is operating with a full degree of efficiency 
to the end that service shall be rendered in humane, kindly, intelligent 
fashion with every person employed constantly aware of the necessity 
for continued higher standards in efficiency. When this ideal situation 
is true, then we may expect an intelligent public to be satisfied with the 
service that hospitals, found in any community, are rendering. 
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The Value of a Hospital to 
Its Community 


ABBOT L. MILLS, JR. 
Assistant Vice-President, United States National Bank, Portland, Oregon 


T 1s a difficult task to try to give a concise definition of a hospital’s 
value in a way that will completely satisfy the somewhat hazy 
notions the average layman holds on this subject. At first thought 

we would probably set out to measure the usefulness of a hospital by its 
size, the adequacy of its physical equipment, and our superficial impres- 
sions of its operating efficiency. Unquestionably size and equipment 
have an important bearing on a hospital’s usefulness—its operating 
methods still more. However, none of us could complete his appraisal 
at this point, and to carry it beyond leads us far afield into a realm from 
which I doubt anyone of us would return with the same conclusion. A 
composite lay opinion of a hospital’s value is not to be had. Our 
opinions of hospitals turn on our personal experiences, and these experi- 
ences are so deeply personal and often so intimately related to emotional 
crises in our lives that they defy reduction to a single all-sufficing 
definition. My ideas of a hospital’s value very probably differ radically 
from those of my neighbor, and therefore the best that I can do is to 
propose them to you as my own, to dispute or accept as you choose. 


As very little boys my brother and I had the good fortune to be 
under the care of a trained nurse, a lady of outstanding character to 
whom we owe a life-long debt. In those days our small neighborhood 
walks often took us to one of Portland’s pioneer hospitals, where we 
could always look forward to a hearty welcome from our nurse’s friend, 
the superintendent. When I tell you that this superintendent was Miss 
Emily Loveridge I need say no more of the warmth of our welcome. 
The results of these visits was to fix in our minds an indelible impression. 
To me a hospital will always be associated with happiness, new babies, 
convalescence, and health—never with old age or with death. Hospitals 
can do no better work than propagate associations like these among all 
who seek the shelter of their walls. 
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Our most lasting impressions are usually those associated with domi- 
nant personalities, or with the mysticism and grandeur of natural beauty. 
The commonplace, except for the long shadow of its tedium and 
monotony, does not leave us lasting memories, and never exalts our 
spirits. If a hospital is to have a true community value I believe that it 
should never hark of the commonplace. Rather it should endeavor to 
create an atmosphere elevating our mental attitudes above the humdrum 
and worry of everyday life. It is certain that this is a recognized objec- 
tive of most hospitals, and a most important one when it is considered 
that the hospital patient and his family in an hour of sickness suffer from 
a distraught and unstrung emotional condition that must make them 
especially sensitive to the condition of their hospital reception. If their 
immediate reactions to the physical and human surroundings of the 
hospital are heartening to their spirits, it seems certain to me that the 
attending physician has won a first step in his cure. 


As I have said, I have never felt any fear of a hospital—quite the 
contrary—but I recognize that my feelings are not shared by all alike. 
I believe that they are, at least in a degree, by those whose confidence 
has been inspired by their first hospital impression. The impression that 
a well regulated hospital gives of meticulous neatness and highly disci- 
plined routine would seem to me to exert a strong influence on the 
patient’s attitude to his ailment. The visible benefits of efficient hos- 
pital management might be expected to encourage the patient’s sub- 
mission to the self-discipline essential to his own recovery. Rigorous 
discipline is vital to the efficient conduct of ‘a hospital, and as I say, I 
feel that its reflected influence must be equally beneficial to the treat- 
ment of hospital patients. My own penchant for system and order 
possibly influences me in the importance that | attach to discipline as a 
factor in a hospital’s community value. Visible discipline is most evident 
in our metropolitan hospitals, and perhaps it is due to the fact that the 
more homelike atmosphere of the private sanatorium detracts rather than 
adds to its attraction to me as a refuge in illness. Our home surround- 
ings are connected with the worries of our daily lives, and I wonder if 
anything is to be gained in carrying these home surroundings into a 
hospital, or if new and contrasting surroundings are not more stimulating 
to the patient. 


To my lay mind, a hospital has a personality of its own that is con- 
ducive or not toward fostering confidence in the patient. This hospital 
personality, or atmosphere, is the creature of its permanent personnel 
and of its medical staff. On them rests the responsibility of the hospital’s 
conduct and it is they who shape the hospital’s value to the community. 
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I have always felt what is almost a veneration for doctors and an 
abiding confidence in their powers that savors of the savage’s faith in 
the curative qualities of his fetish, or of the Crusader’s faith in a relic 
from the Holy Land. I am inclined to believe that many others share 
my sentiments, and if that is so, our doctors and nurses should own a 
great responsibility to see that that trust is never belied. It is not that 
the patient believes that the doctor is endowed with a supernatural 
skill, but he sees in him one whose knowledge in a specialized field so 
far surpasses his own that the results of its application often seem little 
short of miraculous. Moreover, the giants of the medical profession 
are men and women who have chosen their following for no other 
reason than to serve mankind. Men and women who devote their lives 
to humanitarian service seem to gain in moral stature above their fellows, 
and, through the very knowledge of their own limitations and the sight 
of suffering born with patience and courage, become infused with those 
attributes of dignity, tolerance, kindliness, and humility whose reflected 
radiance is so important to the patient’s peace of mind and his chances 
of recovery. Qualities such as these are found in great men and women 
in every walk of life but more especially among doctors. Their develop- 
ment should be nourished by example for the benefit of mankind. Their 
influence on the individual is personal and effects a mutuality of respect 
which tends to reposit the patient’s confidence and trust in the doctor. 
Qualifying this statement I would, however, say that in my opinion the 
rapid development of specialized medicine with its clinics and other 
paraphernalia seems to me to be a deterrent to the creation of great 


doctors, although possibly not of great scientists. 


The scope of mechanical science is pretty well delimited in the mind 
of any average man, and the impossibility of mechanical perfection 
recognized. If the average man perceives that the profession of medi- 
cine is also reduced to a purely scientific basis, it may not be long before 
his mind will attach the same restricted limits to the scope of medical 
science that he now attaches to mechanical sciences, and as a result the 
doctor will lose what seems to me to be an incalculably valuable pro- 
fessional asset—the ability to win the confidence of the patient and to 
instil in him a faith that the doctor’s experience brings to his treatment 
some nebulous quality that transcends the known limits of science. By 
too close an adherence to the strictly scientific approach to medical 
treatment as opposed to a combined scientific and what might be called 
a spiritual approach, I believe that some doctors are divesting themselves 


of important powers for effecting cures, for in treating the sick along 
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solely scientific lines may they not weaken their own respect for human 
values? 

For example, no patient likes to lose his identity, and to have the 
doctor’s personal interest in his case be merely incidental to its scientific 
interest. It is well and good for the medical man to take a scientific 
interest in the infirmities of man, but the individual patient for his part 
fixes his interest on recovery and wishes to think that the doctor’s sole 
interest is to that same end rather than in utilizing him as a laboratory 
study. In other words, I believe that the average patient is un- 
consciously, if not consciously, reaching out for spiritual assistance 
toward the restoration of his health, and that those doctors who are not 
of the too truly scientific mind are the most successful in granting that 
kind of aid in large measure by instilling confidence in the patient 
through the expression of their personal interest in his welfare. 

I believe that hospitals in their physical equipment and disciplinary 
conduct can produce the same desirable effect on the sick. And last, I 
believe that hospitals are but the reflection of the personalities of those 
individuals vested with the responsibility for their conduct, and that 
their value to the community bears direct ratio to the extent to which 
their attitude to the patient is personal rather than impersonal. Above 
all, I like to think of our hospitals as giving sanctuary from the 
harassing trials of the mind and body and refuge from worldly cares. 
Their work is a great work, and if its execution combines a reverence 
for the sentiments of humankind with as little as possible of stark 
scientific realism, the justification for their existence lies not in any 
material value but in that spiritual value, Mercy. 





Notice 
To holders of the first mortgage 6‘% bonds of the American 

Hospital Association due in 1947: 

There is on deposit in the amortization fund for the redemp- 
tion of these bonds the sum of $2,300. Holders of the first 
mortgage bonds who may desire to dispose of them up to the 
amount of $2,300 may do so by sending in their bonds, and 
par and accrued interest will be paid for them. 


ASA S. BACON, Treasurer 
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Medical Care of the Sick in 
Their Homes 


FRANK E. WING 
Director, The New England Medical Center, Boston, Mass. 


HE PAST FIVE YEARS have brought a great increase in the number 
T of people who must look beyond their own resources for medical 

care in time of illness. The wards of both public and voluntary 
hospitals have become overcrowded. Free and part-pay clinics are being 
subjected to great pressure. Equally heavy calls are being made on facili- 
ties for the medical care of the indigent sick in their homes. It is this 
last phase of the general problem which will be dealt with in this article, 
since it is likely to assume considerable importance in the medical eco- 
nomics of the future. 


The burden of home care of the sick who are unable to employ a physi- 
cian is usually a responsibility of the local, rather than of the state or 
Federal government. It is commonly exercised as a function of the 
Public Welfare or Poor authorities rather than of medical institutions; in 
other words, by relief organizations rather than by hospitals. 

Boston, unlike some other cities of the country, has never employed City 
physicians for this purpose, but has accepted the services of privately 
supported medical charity, as a substitute. The reason undoubtedly 
lies in the fact that this function was assumed nearly 140 years 
ago by the Boston Dispensary, which was established in 1796, ‘“‘to 
provide medical advice and relief to the sick poor.” Through all of the 
intervening years, which have seen the origin and development of out- 
patient services, the Dispensary has never given up this time honored 
“family doctor” relationship to the sick poor in their homes and is still 
supplying more than two-thirds of the total service of the entire city, 
the other third being divided between the Massachusetts Memorial Hos- 
pitals, the Medical Mission Dispensary, and the Jamaica Plain Dispensary. 


Early History 


Dr. John Fleet, the Dispensary’s first District Physician, cared for 
80 patients during the first year of his service. As the town of 
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18,000 grew in population and expanded its territory, additional district 
physicians were appointed. In 1856 when the policy of requiring patients 
who could leave their homes to go to a “central place” was adopted, there 
were 14 district physicians who cared for approximately 4,000 patients. 
The establishment of a clinic service was the Dispensary’s next step in 
the front line movement of organized medicine. It furnished a useful 
and economical reason for requiring ambulatory patients to seek cen- 
tralized facilities for treatment. It did not supersede the original plan 
for the care of the sick, outside of the hospital, who could not leave their 
homes. 

Throughout the period of the next 60 years it was a coveted privi- 
lege to serve as District Physician to the Boston Dispensary. A large 
majority of Boston’s leading physicians of the older generation look upon 
their district work as among the most valuable experiences of their earlier 
professional years. The peak in volume under the older régime was 
reached in 1894, when 11 district physicians made 27,125 visits to 
patients; the peak in number of physicians, however, was not reached 
until 1912, when the district staff numbered 17. By the end of the next 
ten years the service had diminished to about 6,000 visits. 

During the early years 50 physicians were paid $1 to $1.25 per home 
visit. In 1842 it was voted to pay a fixed amount of $50 to $100 a year 
to each physician. The yearly remuneration was increased to $200 in 
1856, and this continued to be the rate until 1916, when there was a 
further increase to $300. From 1922 until the present plan of employ- 
ing full-time men was adopted, physicians were paid $300 to $500 a year, 
depending upon the size of the district. 


Use for Teaching 


In the early days, when the apprentice system of teaching was still 
in vogue, the district doctors had been allowed to use the district as one 
of the means of securing material for their students. In the middle 
periods of its history, very little teaching was attempted, the educational 
opportunities being enjoyed only as part of the schooling and experience 
of the young district doctors themselves. 

Between 1900 and 1925 several experiments in the use of the District 
Work for undergraduate teaching were attempted with both Harvard 
and Tufts Medical Schools, and in 1916 the appointment of two Graduate 
Fellows by Harvard was arranged. These experiments were short lived, 
as they did not have in their set-up sufficient educational purpose or 
financial participation by the schools themselves to make for continuance. 

When the triangular agreement between the Dispensary, the Boston 
Floating Hospital and the Tufts College Medical School for the establish- 
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’ 
ment of the New England Medical Center was made in 1929, including 
provision for a single clinical and teaching staff, the value of the large 
and varied amount of material for both graduate and undergraduate 
teaching offered by the District Service was realized. The medical re- 
sponsibility for the work was taken over by the Department of Medicine, 
and a one month’s course in domiciliary medicine for fourth year students 
was incorporated into the curriculum. It is under this combined service 
and teaching plan that the District Work has been maintained during 
the past six years. 

The service, including medicines, is free to all who are unable to go 
to clinics or to employ a physician. About 60% of the 25,000 visits 
made last year were to persons receiving aid from the City of Bos- 
ton; the other 40% of visits were made to persons aided by private 
agencies or to those unable to employ a physician, although not recipients 
of material relief. Last year’s service was rendered to over 17,000 in- 
dividuals, adults and children, treated for medical diseases of all kinds, 
and for acute and chronic surgical conditions. Obstetrical cases and cer- 
tain emergencies are not accepted. 


Organization 

The administrative policy is determined by a District Work Commit- 
tee appointed by the Board of Managers, composed of four physicians of 
the staff, the Director of the Community Health Association, the Chief 
of the Social Service Department and the Director of the Dispensary. The 
active staff is headed by a full-time salaried Medical Supervisor of Dis- 
trict Work, in charge of medical and teaching administration, and re- 
sponsible to the Chief of the Medical Department. In addition to the 
Medical Supervisor, the staff is composed of eight to ten full-time grad- 
uate physicians with rank of Graduate Assistant, who devote five to six 
hours daily to home visiting and student instruction, the balance of their 
time being given to work in the Medical or the Children’s Clinic. Each 
Graduate Assistant acts as Preceptor to one or two students. In addi- 
tion, the staff includes from one to twelve additional physicians, depend- 
ing on the case load, selected from the Dispensary staff, or outside the 
staff; and from eight to twelve fourth-year medical students, who spend 
one month each in district work. Chiefs of the Dispensary’s clinical de- 
partments, fourteen in number, non-salaried, are also available for con- 
sultation and teaching. 

District physicians (Graduate Assistants) are appointed for an initial 
term of one year. Selection is made from promising candidates, graduates 
of Class A Medical Schools, with outstanding undergraduate records, who 
have completed preferably two years’ internship, who present satisfactory 
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recommendations from their clinical chiefs and who wish to continue a 
third or fourth year of graduate work. They are required to secure 
limited registration in Massachusetts, thus securing externs’ privileges if 
they are not already fully licensed to practice in this state. They receive 
fellowships of $1,200 with complete maintenance. A limited number, if 
married, are permitted to live outside. In that case, they receive an addi- 
tional maintenance allowance. Each is required to furnish and maintain 
his own automobile for transportation in making home calls. Each physi- 
cian is expected to select and pursue some special problem of clinical study 
during the period of his service. He is not permitted to engage in private 
practice. 

The non-medical administration of the District Office is conducted by 
a District Work Executive, who is a member of the Social Service Staff, 
responsible to the Chief of Social Service and to the Director of the 
Dispensary. She is responsible for the acceptance or rejection of calls, 
and, in consultation with the Medical Supervisor, for their assignment to 
staff physicians, for the filing of records, district correspondence, and 
for the coordination of the work with that of the Community Health 
(Nursing) Association, and social agencies, including social case work. 
Two or three clerical workers assist in receiving and recording calls, as- 
sembling records and compiling statistical data. 


DaiLty RouTINE 

Staff Conference 

For the District Staff, the day is begun with ward rounds in the Diag- 
nostic Hospital at 8:30 A.M. At 9 o’clock comes the daily Medical Staff 
Conference attended by the District and Clinical Staff of the Medical 
Department, and by medical students, at which cases seen on the district 
or in the clinic are presented and discussed. Depending upon the nature 
of the cases to be presented, these conferences are regularly attended by 
members of other departments and by invited visiting specialists. 


Assignment of Work 

In the meantime the District Office will have been engaged in receiving 
the district calls for the day. These come in direct from members of 
the family or friends, from the Community Health nurses, from social 
agencies or from City Health Units. A face card is started for each 
new case, old records are pulled from the files for each reopened case, and 
these, together with similar records of non-urgent cases which came in 
during the late afternoon and evening of the night before, are distributed 
to physicians according to districts. Roughly, ten calls are considered 
sufficient for an afternoon’s work. When the number of calls is too great 
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for the regular staff, similar assignments are made to additional physicians 
drawn from a panel of members of the clinical staff, who are paid $5 
each for an afternoon’s work. Each Preceptor is given additional calls 
to be assigned to students—one or two new cases, and four or five follow- 
up calls to patients for whom treatment has already been instituted. 
Students begin to visit patients at about 11 A. M., the cases seen by them 
being checked up by the Preceptor later in the day. District Physicians 
spend the balance of the forenoon in the Medical or the Children’s Clinic, 
and begin to make district calls immediately after luncheon, seeing the 
more urgent cases first. Those acting as Preceptors meet their students in 
the home at an appointed hour to go over new cases which have been as- 
signed to them. Follow-up cases seen by students are discussed with 
the Preceptor the following morning. Physicians telephone the District 
Office late in the afternoon to receive any late calls that may have been 
accepted up to that time. Two or more men, as needed, are on relief 
duty Sundays and holidays. Except for follow-up of cases already under 
care and urgent calls, numbering five to ten a Sunday, other requests on 
Sundays and holidays are held over until the following day. This, to- 
gether with the occasional refusal of calls at night, is still a weakness of 
the service which would be corrected if unlimited funds were available. 


Examination 


With few exceptions, every patient seen is given a complete and 
thorough examination by both physician and student. Histories, ex- 
amination, progress notes, and medication are written on the records at 
the bedside, in the home. Urgent laboratory tests are done by the doctor 
or by the students; cultures and sputa are sent to the City or State 
Laboratories; the balance of the laboratory work is done as routine by 
the Main Laboratory of the Dispensary or in the auxiliary laboratory con- 
nected with the Medical Clinic. Urinalyses are done in every case; white 
count and blood films are done on all patients with fever; serological 
examinations, cultures, sputa and blood chemistry, on all cases when in- 
dicated. Special procedures—x-rays, basal metabolism, special blood ex- 
aminations, electrocardiograms, etc.—are done at the Dispensary, using 
the Red Cross ambulance, when necessary, for transportation. The Diag- 
nostic Hospital of the Dispensary is open to District cases, and is fre- 
quently utilized for study and observation. 


Supervision and Control 


The record of every case is examined by the Medical Supervisor, who 
himself visits important cases, either alone, or with the doctor in charge, 
on the following day. Frequently the district physician calls the Super- 
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visor on the day of the first visit, particularly on puzzling cases or cases 
requiring special management. The Chief of the Medical Department 
is kept informed on important cases. All cases are reported at the gen- 
eral staff conference every morning, and the worthwhile cases are dis- 
cussed by members of the staff and by students. 


Treatment 

The district physician is responsible for seeing every case through, and 
for making such revisits as may be necessary. Usually the patient is 
kept at home and home treatment outlined. A note giving nursing or- 
ders is left for the Community Health nurse with whom the physician 
is in contact directly, or indirectly, through the District Office. Medi- 
cation prescribed is usually secured by a member of the family or by a 
friend at the Dispensary pharmacy, where it is dispensed free to 95% of 
the cases. Even for cases requiring prolonged care, when the homes are 
suitable, home treatment, rather than hospitalization, is instituted. Such 
cases include rheumatic fever, chorea, nephritis, arthritis, and surgical or 
non-surgical cases, not benefiting much by hospital care, who would be 
happier in the home atmosphere. Also, in suitable cases, special treat- 
ments are carried out successfully at home, notably cases of lobar pneu- 
monia profiting by anti-pneumococcus serum, cases requiring diphtheria 
and scarlet fever antitoxin, diabetics and cardiacs; also cases of tubercu- 
losis, measles, whooping cough and other communicable diseases. 

Continuity of treatment for such district patients as are also clinic 
cases is secured by a system of cross-indexing that makes possible the 
assembling of both the clinic and the district records in the same folder. 
With the vicissitudes under which some patients are up today and down 
tomorrow, the treatment of these patients may alternate between the 
clinic and the home as changing circumstances may require. 


Saving to the City 
The saving to the City in cost of hospital care cannot be accurately 
calculated. That the amount is considerable can be definitely stated. 
This is borne out by an analysis of twenty-four hundred cases treated 
from January 1 to February 28, 1934, which shows 131 cases of acute 
illness kept out of the City Hospital because of the ability of the district 
physicians to care for them at home. The list includes 44 cases of 
bronchopneumonia, 26 rheumatic fever, 13 scarlet fever, 10 infectious 
arthritis, 5 pleurisy, 5 peritonsillar abscess, 5 cardiac failure, 4 lobar 
pneumonia, 4 pyelitis, 3 erysipelas and several other conditions equally 
acute. Conservatively figured, the cost to the City for the average hos- 
pital care in cases of these types would have been over 2,000 hospital 
days’ care. 
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Volume and Cost 


The volume and cost of domiciliary work done by the Boston Dispen- 
sary in the past six years, since the beginning of the depression, is as 


follows: 

Year Patients Visits Total Cost Cost Per Visit 
1929 3,164 7,661 $ 9,346.42 $1.22 
1930 5,249 14,639 DF16335 0.65 
1931 F252 17,460 14,938.54 0.855 
1932 14,189 22,611 18,071.60 0.799 
1933 20,717 30,416 20,623.35 0.677 
1934 175397 24,780 20,131.74 0.812 


The figures of cost do not include the share of physicians’ salaries paid 
by the Tufts College Medical School, which would add from approxi- 
mately $3,300 in 1930 to $6,300 in 1934, and would increase the cost 
by about 22 cents per visit. Home visits made last year by interns of the 
Massachusetts Memorial Hospitals and the Medical Mission Dispensary 
and by the physician from the Jamaica Plain Dispensary numbered 
18,630, thus swelling the total service to the sick of the entire city in 
their homes to 43,410 visits. 


Trend Toward Public Support 

Since 60% of this service, at a conservative estimate, is given to per- 
sons on the public welfare rolls, all signs point rather significantly to 
the direction from which financial support is likely to be sought in the 
near future. It is not to be expected that, with the dwindling of vol- 
untary philanthropic contributions, a service much of which is so clearly 
a function of the city government can be supported indefinitely by pri- 
vate charity. 

Evidences of the trend in this direction appear in the records of the 
Board of Managers and Committee on District Work of the Boston Dis- 
pensary almost every year for the past fifteen years. Queries as to 
whether the work might not properly be turned over to the City; ques- 
tions as to the advisability of continuance beyond a certain date; con- 
sideration of the findings of a Committee on The Future of District 
Service were on the agenda of Board and Committee meetings perennially 
between 1921 and 1930. Early in 1933, the volume of work had be- 
come so heavy and the financial situation so acute that drastic curtail- 
ments were deemed necessary by the Dispensary, unless special gifts for 
the continuance of the service were forthcoming. 

This has continued to be the Dispensary’s position, although contribu- 
tions from special funds have made it possible to carry on, it being the 
feeling of interested health organizations that this was essential for the 
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time being. In the meantime, every effort has been made to arrive at a 
permanent and satisfactory method of financing. Negotiations for tem- 
porary aid from the Federal Emergency Relief Administration having 
failed, overtures were made a year ago to the Mayor and to the Over- 
seers of the Public Welfare, with a view to securing City support for 
services rendered clients of the Overseers. There has been much discus- 
sion as to which department of the City Government should assume the 
work itself, or the responsibility for its financing, but no agreement has 
as yet been reached and the Emergency Campaign has allocated an 
amount sufficient to underwrite the work for the current year. 


Conclusions 

When the Boston Dispensary and the other agencies concerned are re- 
lieved by the City of the financial burden of domiciliary medical care, 
as they will no doubt be in the near future, the question of greatest 
moment will relate to the auspices under which the work will be under- 
taken and the manner in which it will be conducted, in order to pre- 
serve for the future the standards and values that have characterized it 
in the past. The outcome will be watched with interest not only by 
Boston but by other cities of the country. 

Four possibilities have been suggested: 

a) Assumption of complete responsibility by the Overseers of the 

Public Welfare. 

b) Adoption of a policy which will permit the service to be furnished 
by general private practitioners at a stipulated per visit rate to be 
paid by the city. 

c) A contractual agreement between the city and a private medical 
agency to be paid on a cost basis for services rendered. 

d) Acceptance of the service by the Boston City Hospital. 

The first of the above suggestions offers a safeguard against abuse, 
since the offices of the Overseers have, through their records and their 
field staff, a machinery for identifying as such, families or individuals 
claimed to be in need of home medical care. On the other hand, they 
are a lay, not a medical organization. Their deliberations call for think- 
ing and policy-making along lines of material, rather than medical, re- 
lief. They are not likely to possess the professional training to guide 
them in making decisions on matters in which a medical background is 
desirable. There is not the same urge to attain high professional stand- 
ards as there would be in a medical institution. 

Theoretically, the second suggestion has the appearance of a fair- 
minded gesture to an already hard-hit medical profession, but in prac- 
tice, except in the smaller communities, it would be costly, cumbersome 
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in operation and difficult of organization. Most practitioners of medicine 
chafe under what we think of as “so much red tape.” This was ex- 
emplified by their almost universal complaint in the army and navy 
during the World War. Nevertheless, it must be evident that any sys- 
tem of domiciliary care maintained at public expense calls for at least 
as much organized control of the quality of medical service as has been 
found essential in the care of ward patients in a general public hospital. 

There is much to be said in favor of a contractual agreement between 
the City and a consolidated private domiciliary medical agency, whereby 
persons considered eligible by the Welfare Department for free medical 
care, or admissible to the Boston City Hospital for bed or out-patient 
care, may be assured of continued service on as high a level as that 
maintained for many years by the Boston Dispensary. The cost of such 
service would be met by the City on a per visit basis. There may be 
legal obstacles to such an arrangement but, if the City could find it 
expedient to overcome them, it is probable that a plan could be worked 
out which would satisfy the interests and teaching requirements of all 
the parties concerned. 

While advocating some such plan as this as a temporary measure, the 
conclusions of Dr. Haven Emerson in a “Study of the Organized Care 
of the Sick, and of the Health Agencies of Boston, for the Citizens’ 
Committee of the Emergency Campaign of 1934” are to the effect that 
“the sound eventual development of this essential service should be un- 
der the Trustees and Medical Staff of the Boston City Hospital.” This 
recommendation has the support of the Boston Health League and of the 
majority of those who have considered the question seriously. It.has the 
advantage of continuity of service in the hospital, in the out-patient 
department, and in the home for those who have to look to the City for 
medical care. It could be organized as a department under an assistant 
superintendent, similar to the administrative direction of the Out-Patient 
Department. It would provide home care at small expense for many 
who are now cared for in the hospital at much greater cost. It could 
be maintained by extension of the period of intern service and could be 
organized to offer the same opportunities for undergraduate teaching as 
are now provided at the Boston Dispensary. There is precedent for the 
policy in the City Hospitals of Buffalo, and Minneapolis, where a similar 
plan is already in operation. 

Whatever may be the eventual outcome, it is apparent that the prob- 
lem of domiciliary medical care for the indigent sick is of equal impor- 
tance to that of adequate hospital and out-patient service, and, as such, 
deserves careful consideration in an organized medical program. 
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Chicago Hospital and Clinic 
Survey—1934' 


Epitor’s Note: This survey of the hospital and clinical facilities of Chicago 
is one of the best studies of its kind that has been made. The study would 
probably run parallel with similar surveys conducted in other metropolitan 
centers. The facts and conclusions outlined would closely approximate similar 
findings and similar conclusions in New York, Philadelphia, Boston, Cleveland, 
or other large population centers. 


HE SURVEY of hospital and clinic facilities in Chicago was a co- 

operative effort. “Work Relief” clients were assigned by a public 

agency, the Illinois Emergency Relief Commission; the project was 
sponsored by another public agency, the Cook County Bureau of Public 
Welfare; and the work was supervised and conducted by the Health 
Division of the Council of Social Agencies. 

The object of the survey was to secure a picture of hospital and clinic 
services in Chicago—the extent to which provision has been made for 
the care of the acutely sick, how hospital and clinic facilities are used, 
and what the financial problems are in this field. Convalescent and 
maternity homes, tuberculosis and mental hospitals and sanatoria and 
hospital units in homes for the aged and dependent were excluded. No 
attempt was made to appraise the quality or character of institutional 
or professional services at any individual hospital or clinic. 

The field work was started in May, 1934 and completed by the end 
of June. From one to five visits were made to each hospital and clinic 
by one of the twelve work relief persons assigned to the study. Lack of 
sufficient detailed supervision slowed the work considerably. Checking 
questionnaires and tabulating data took another three months and four 
work relief people worked steadily through that period. 

In order to bring the study up to date at the time of publication, a 
one day census of patients in hospitals was obtained as of February 7, 
1935. This was done by telephone. The census of February 7, 1935 
confirmed the findings of the original survey with respect to occupancy. 
Seasonal influences and an increase in beds for relief patients paid for 
out of tax funds were reflected in a slightly higher occupancy in non- 


1Made by Alexander Ropchan, Executive Secretary of the Health Division of 
the Council of Social Agencies of Chicago, under the direction of the Executive 
Committee of the Health Division, Samuel A, Goldsmith, chairman. 

Detailed tables and discussion of the findings of the survey are available on 
request from the Health Division of the Council of Social Agencies of Chicago, 
203 North Wabash Avenue, Chicago, Illinois. (Price, 30 cents.) 
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Government hospitals in February, 1935 than in May, 1934, and in an 
even greater overcrowding in Government hospitals. 

The Council expresses its appreciation to the many hospitals without 
whose wholehearted co-operation the survey could not have been made, 
to the Illinois Emergency Relief Commission for the assistance given 
through the Work Relief Division and to the many others who were con- 
sulted from time to time and who gave willingly of their advice. 


$17,000,000 Annually for Hospital and Clinic Care 


The public as taxpayers, contributors, and patients paid over 15 mil- 
lion dollars for hospital care in 93 hospitals in Chicago and about one 
and one-half million dollars for clinic care during the year 1933. The 
total cost, if hospital deficits were included, would be even larger. The 
average cost of hospital care for each patient was $55. The cost of 
hospital and clinic care averaged almost $5 per capita of Chicago’s popu- 
lation. This does not include payments to doctors and special nurses. 

Who paid the hospital and clinic bill? Patients paid $10,200,000 in 
fees for service, 61% of the total amount. Taxes supplied 28%, income 
from endowments 6%, contributions 314%, and 144% came from mis- 
cellaneous sources. Income from endowments and contributions bene- 
fited appreciably only eleven hospitals and their associated clinics which 
received about 90% of the total income from this source. Taxes mainly 
supported Government-owned hospitals although $601,753 of tax money 
was paid to 16 non-Government charitable hospitals and 12 non-Govern- 
mental clinics for actual service rendered to patients receiving relief. 

To cope with reduced incomes non-Government hospitals can to a 
certain extent restrict free services or, as happened, secure aid from Gov- 
ernment agencies and private financing federations to meet the cost of 
part of the free service. Hospitals have effected economies in operation, 
for in spite of decreased occupancy per capita costs were reduced. In 
spite of these measures hospitals were unable to avoid deficits, let alone 
provide for regular replacements and maintenance. Under such circum- 
stances the public has a right to ask whether the present methods of 
financing hospital service are sufficient or as systematic as they might be, 
depending as they do upon the ability of patients to pay when and what 
they can, and upon what can be contributed by philanthropy on one 
hand and granted from tax funds on the other. Most hospitals, generally, 
are owned by the public which has established them through either taxa- 
tion or contributions. The people who constitute the public cannot 
usually postpone illness until a means to pay the hospital bill has been 
discovered. 
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Plenty of Hospital Beds 

Hospital facilities in Chicago more than doubled during the past 24 
years. Population increased only 60% in the same period. There were 
3.5 beds for every 1,000 of the population in 1910 and 4.6 beds for every 
1,000 of the population in 1934. Measured by generally accepted stand- 
ards of adequate hospital provision in large cities, five beds for every 
1,000 of the population is a generous allowance; so that Chicago does not 
suffer from any appreciable shortage of total hospital beds. 

What is the explanation of such adequate or more than adequate pro- 
vision largely by non-Government bodies? The desire for professional 
staff appointments created a demand on the part of doctors for hospitals 
where these could satisfy this demand. The desire of individuals or 
groups to have their leadership and prestige furthered by monumental 
institutions was perhaps a factor. Both philanthropy and bond houses 
contributed funds for this expansion. Proprietary hospitals—those or- 
ganized for profit—also increased, though most of these are small. There 
has been no co-ordinated plan behind this tremendous growth. 

Visits to individual hospitals are illuminating. For example, there is 
a luxuriously appointed hospital in an outlying district, built with bor- 
rowed funds even before the debt on the old building had been paid off. 
It was built for 125 patients, could probably accommodate 200 patients 
if necessary, and is actually caring for 35 patients. It has appealed to 
the city authorities for financial assistance because it is faced with the 
prospect of closing. Yet it is the only hospital in a city of more than 
20,000 people. 

This survey has stimulated such questions. However, it does not sup- 
ply the answers. It deals with facts. 


Six Thousand Empty Beds 


There were, in 1933, an average of 6,000 empty beds in non-Govern- 
ment hospitals. This is twice as many beds as are provided in the whole 
of Cook County Hospital. On February 7, 1935 there were 5,700 empty 
beds in non-Government hospitals—in striking contrast to the fact that 
the seven Government hospitals (with 4,400 beds) had only 130 beds 
empty. 

Even before the depression there were a large number of empty beds 
in non-Government hospitals. The overcrowding of free beds in Gov- 
ernment hospitals and the increased number of empty beds in non-Gov- 
ernment hospitals during the past few years have brought more vividly 
to our attention the fact that an increasing number of patients could 
not pay the costs of hospital care. The fault is not that we have pro- 
vided too many hospital beds, but that we have not developed methods of 
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paying for the hospital care we need. The situation persists in spite of 
the fact that in 1933 tax funds were used to “subsidize” more than 400 
beds. On February 7, 1935 there were 650 such subsidized beds for 
free patients in non-Government hospitals. 

Small hospitals and hospitals organized for profit were least successful 
in keeping their beds occupied. 

Can we evolve a satisfactory system of financing hospital service so 
that empty beds will be used, as was intended when they were built, to 
meet the needs of the sick, rich and poor alike? 


Hospital Debts Are a Heavy Burden 


There are in Chicago today, for the care of acute conditions, 93 hos- 
pitals with a capacity of about 16,400 beds and 2,300 bassinets. Twenty- 
eight per cent of the beds are in Government hospitals, 56% are supported 
by voluntary charitable organizations, and 16%, are in hospitals organized 
for profit. The increase in number of hospital beds is for the time being 
at a standstill, but during the six and one-half years from January 1, 
1928 to date, approximately 17 million dollars was expended for new 
construction and about 2,500 new beds were made available. 

Out of 53 hospitals (representing more than 50% of all the hospital 
beds in Chicago) 19 reported no debts, while 34 reported total loans and 
mortgages outstanding of $11,000,000. The bonded debt was un- 
evenly distributed, in some cases being more than $5,000 per bed, but 
divided among the 53 hospitals it averaged about $1,260 per bed. 

This indebtedness constitutes a serious problem in hospital financing. 
Assuming that beds are occupied to 50% of capacity and that the interest 
rate is 6%, interest alone represents a fixed cost of 42 cents per ‘patient 
day in these hospitals. Somebody must pay this. It must eventually be 
borne by the community either as “paying” patients, as contributors, 
as taxpayers, or as bondholders. It is important to note that the bond- 
holders are not always financial institutions, but are often persons actively 
interested in the work of the hospitals. 


Too Many Beds for Paying Patients; 
Too Few Beds for Those Unable to Pay 

How do our 93 hospitals meet the needs of Chicago’s population for 
hospital care? Our Government hospitals are overcrowded and our non- 
Government hospitals are half empty. Governmental hospitals with 28% 
of the city’s beds care primarily for the sick poor, for veterans, and for 
cases of contagion. In 1933, on the average, 88% of their beds were 
occupied. On February 7, 1935 there were more patients than the normal 
number of beds in three large Government hospitals. A rate of con- 
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tinuous occupancy of 85% is considered by hospital authorities to be as 
high as practicable, if sufficient allowance is made to meet emergency 
needs and also for preparation of rooms for new patients. 

The non-Government hospitals, with 72% of the beds, are primarily 
for patients able to pay the cost of their care. Most of the beds in non- 
Government hospitals are in the higher price levels—56%% being in rooms 
of one or two beds, and only 25% in wards of five or more beds where 
lower rates for service prevail. This group of hospitals was occupied 
to less than 50% of capacity during 1933. On February 7, 1935, 52% 
of their beds were occupied. But about 10% of the patients in non- 
Government hospitals were ‘“‘relief cases” for which hospitals received 
some payment out of tax funds. 

Most of the hospital beds are for “‘paying” patients, but most of the 
patients are unable to pay the cost of their care. Of 9,672 patients in 
hospitals on the census date in 1934, 5,100 made no payment for their 
care and between 600 and 700 paid only part of the cost of their care. 

More than 45% of the patients were cared for at Government expense 
—tax funds paying for 4,395 patients in Government and non-Govern- 
ment hospitals. 


Small Hospitals and Hospitals Organized 
for Profit Have Lowest Occupancy 


Hospitals of less than 60 beds were occupied to only 48% of capacity 
even in 1929. In 1933 they were occupied to 35% of capacity. On 
February 7, 1935 there were 17 hospitals with less than 30%, of their 
beds occupied—nine of these were of 60 beds or less and five were of 
61 to 100 beds’ capacity. More than half of the hospitals of less than 
60 beds were occupied to less than 30% of capacity. 

Proprietary hospitals were occupied to 55% of capacity in 1929 and to 
37% of capacity in 1933. On February 7, 1935 more than a third of 
the proprietary hospitals had less than 30% of their beds occupied and 
two-thirds had less than 50% of their beds occupied. 

In 1934 there were 18 hospitals of 60 beds or less; of these, 13 were 
proprietary. In the last few years several proprietary hospitals have been 
reorganized as non-profit institutions. The low occupancy of small and 
proprietary hospitals makes it doubtful whether the facilities they provide 
are put to advantageous use. 


One-Twelfth of Our Population Receives Hospital Care 


More than one-twelfth of the population of Chicago received care in 
hospitals during 1933; 275,000 children and adults and 33,000 newborn 
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babies were admitted to hospitals during the year. There were almost 
11,000 patients in hospitals on the day of the census, of whom 1,000 
were newborn babies, 1,000 were children, and 500 were contagious 
cases. Eighty-six per cent of the patients were residents of Chicago and 
7% were residents of Chicago’s suburbs. Four thousand one hundred 
were in Government hospitals and 6,600 were in non-Government hos- 
pitals. 


Lack of Convalescent and Chronic Facilities 


The lack of institutions for chronics and for convalescent care is quite 
apparent. There are in Chicago seven convalescent homes with about 
300 beds available for patients. Of these 75% are for children. Only 
negligible provision is made for men and women. Many medical types 
needing care during convalescence are not admitted to any of the con- 
valescent homes. According to any reasonable estimate, Chicago should 
have at least 2,000 beds for convalescents and instead of spending $150,- 
000 for convalescent care yearly it should spend at least $1,250,000 for this 
purpose. Such an expenditure would more than pay for itself in ultimate 
savings of hospital costs. More adequate convalescent facilities at the 
present time, although they would afford care more in accord with the 
patient’s needs, would probably not appreciably reduce hospital costs be- 
cause of the large number of empty hospital beds. The cost of caring 
for a patient in a convalescent home is not more than one-half the cost 
of care in a hospital. Actual costs in Chicago’s convalescent homes 
averaged $1.63 per patient per day in 1934. Costs in most charity hos- 
pitals were between $5 and $7 per patient per day. ; 

A large number of patients (over 20%) in Government hospitals on 
the day of the census in 1934 had already spent more than two months 
in the hospital. Many of these were chronics or convalescents who could 
have been cared for more properly in institutions for chronics or in con- 
valescent homes. The hospital beds they occupied should have been re- 
leased to take care of several times as many acutely ill patients—a very 
important consideration in view of the lack of free hospital beds for 
the acutely sick poor. 

Convalescent homes and specialized institutions for chronics would 
provide services to these groups of patients more in accord with their 
needs. The convalescent patient no longer requires treatment for an 
acute illness. His need is for the restoration of mental and physical con- 
ditions which have been undermined by the stress of illness and which 
may have been preceded or accompanied by loss of job or home diffi- 
culties. To do this a very different type of attention is required than 
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that a hospital for acute cases is prepared to give. Recreational and edu- 
cational activities, quiet, occupational therapy and vocational training 
are of immense value in restoring both the convalescent and many types 
of chronics to a useful and satisfying life and in preventing further or 
continued injury to health. 


A Crisis in Hospital Finance 


It has already been pointed out that the cost of hospital and clinic 
service in Chicago amounted to more than 17 million dollars in 1933. 
Data for 13 of the more important non-Government hospitals indicated 
that the income of non-Government hospitals declined more than 30% 
between 1931 and 1933. It is probable that hospital income in 1933 was 
only half of what it was in 1929. The cost of hospital and clinic service 
before the depression was probably in excess of $25,000,000. 

Since 1929, there has been some increase in the amount of tax funds 
used for hospital care and a large increase in volume of service rendered 
through these funds. Most of the tax funds were used to maintain Gov- 
ernment hospitals, as earlier indicated, but 16 non-Government hospitals 
and 12 clinics received more than one-half million dollars from this 
source in 1933. 

Contributions and investment income accounting for about one-tenth 
of the total hospital income benefited appreciably only about a dozen hos- 
pitals. Income from this source has declined considerably during the 
past few years. 

Income from patients in 13 large hospitals declined about 30% be- 
tween 1931 and 1933. There was also a decline in the amount of service 
rendered to “paying” patients. Twenty-eight hospitals, with 6,000 beds, 
reported a drop of 43% in this service between 1929 and 1933. This 
decline in ‘“‘paying” patients is a serious problem since they represent 
almost the sole source of income for a majority of hospitals. In these 
same hospitals the volume of free service has increased slightly during 
this period. This was possible only because of public subsidies. Whereas 
22% of the patients in the 28 hospitals in 1929 were free, in 1933, 29% 
were free. 

Non-Government hospitals reduced the unit costs of service during this 
period in spite of the reduced volume of service. Some reduction was 
made through rigid economies in purchasing supplies and some in salaries 
and wages. But there is a real danger that standards of care to patients 
may have been lowered—an economy which may indeed be very costly. 
In many cases reduced income has resulted in the postponement of neces- 
sary maintenance and repairs and in defaults on interest and mortgage 
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indebtedness, both of which, if temporary, may not be serious, but if 
extended cannot help but affect seriously the service rendered by hos- 
pitals. 

Comparisons of financial costs were unsatisfactory because of lack of 
uniform accounting terminology. The public interest would be much 
better served if uniform accounting terminology were adopted and if 
the financial and service information of hospitals were collected by a cen- 
tral body and used as a basis for planning hospital services. This would 
not require detailed uniformity in the accounting procedures of all the 
hospitals. Each hospital would still be free to adapt the details of its 
accounting classifications and procedures to meet its individual needs. 


Non-Government Clinics Provide Four Times 
as Much Free Service as in 1929 

There were 34 clinics in Chicago of which 31 served mainly those per- 
sons in need of ambulatory care who were unable to pay the fee of a 
private physician. Clinics in 1933 provided slightly more than 2,000,000 
visits. In proportion to its population, however, Chicago ranks fifteenth 
from the top in a list of 22 large cities, in the amount of clinic service 
for its poor. 

Between 1929 and 1933 the clinics of non-Government hospitals 
caring for patients unable to pay a private physician doubled the total 
volume of service rendered and quadrupled the volume of free service. 
The clinics did this without any increase in expense and with practically 
no increase in physical facilities. Hence there has been much over- 
crowding and probably some lowering of the quality of care. Physicians 
give their services in most clinics without any financial compensation 
and have carried greatly increased burdens during the last few years. 
Arbitrary limitations are imposed by most clinics on the number of 
patients admitted. This is necessary because it is impossible to provide 
care to all who apply. 


No Organized Municipal Clinic for General Services 

Governmental clinics function particularly in certain special fields such 
as social hygiene. One state “teaching” hospital conducts a general clinic 
service. Chicago has a very large county hospital, but this has no or- 
ganized general clinic service. There is, however, at this hospital a large 
unorganized clinic service—in point of numbers the largest clinic in the 
city. 
One and One-half Million Dollars for Clinic Service 

As nearly as could be estimated approximately $1,500,000 was paid 
for clinic service in Chicago in 1933. The public as taxpayers and con- 
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tributors was the most important factor in financing clinic service. 
Twelve of the more important non-Government charitable clinics with 
expenses of more than $700,000 obtained only 25% of this amount from 
patients and the balance from contributions, taxes and other funds. 
Patients paid $1,000,000 for clinic service and of this more than $800,000 
was secured by three “pay” clinics, not included in the 12 already re- 
ferred to. 


Seventy Per Cent of Patients in Non-Government 
Charity Clinics Receive Free Care 


The majority of patients under care in clinics are referred by public 
and private relief agencies or are certified as medically indigent by clinic 
or hospital social service departments. In 15 non-Government clinics 
70% of the patients paid nothing for their care and more than 50% 
were receiving relief from public or private agencies. 


Non-Government Clinics Assisted by Tax Funds 


Assistance from tax and joint community funds amounting to about 
$250,000 in 1933 was necessary to maintain clinic service in non-Gov- 
ernment clinics. This income offset, in part, the loss from regular 
sources. Lack of public clinics to meet the need made it imperative that 
non-Government clinics be enabled to operate at maximum capacity with 
the aid of tax funds. 


Summary of Findings 


Certain facts of particular significance might be enumerated again. 

First: Non-Government hospitals are half-empty. At the time of the 
survey there were 6,000 empty beds in these hospitals; meanwhile Gov- 
ernment hospitals are overcrowded. Even in 1929 a large proportion of 
the beds in non-Government hospitals were empty. 

Second: There has been a rapid increase in hospital facilities. Between 
1928 and 1934 about 17 million dollars was spent for adding to hospital 
facilities. Most of the expansion in recent years has been in the non- 
Government hospital field. 

Third: Clinics for ambulatory patients are insufficient in Chicago. A 
large but unorganized clinic is maintained at Cook County Hospital. 
Non-Government clinics are overcrowded and insufficiently supported. 
Physicians provide service in clinics without compensation. 

Fourth: Chicago is practically without facilities for convalescent and 
chronic care, where patients could secure service much more in accord 
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with their needs and at a cost of probably less than half the cost of 
hospital care. Adequate convalescent and chronic facilities would release 
hospital beds now occupied by patients no longer in need of care for an 
acute condition for use by acutely ill indigent patients now unable to 
secure free hospital care. 


Questions Raised 


What are some of the questions which the findings disclosed by the 
hospital and clinic survey suggest? 

First: What should be done about the fact that non-Government hos- 
pitals are half empty while Government hospitals are overcrowded? Sev- 
eral possibilities may be considered. 


a) Voluntary gifts and endowments.—These benefit appreciably only 
about a dozen hospitals and are relatively small in total amount. 
It is not probable that non-Government hospitals as a group can 
expect sufficient income from this source to enable them to ap- 
preciably increase service. 


b) “Group hospitalization” plans—Such plans, now in operation in 
some 40 cities, enable people to insure themselves voluntarily against 
the cost of hospital care. They are endorsed by the American Hos- 
pital Association and the American College of Surgeons. By 
enabling a large number of persons to pay on a systematic budget 
basis, the need for drawing upon philanthropic gifts or tax funds 
is reduced. Hospital revenue is increased and stabilized. 


c) Use of tax funds.—The question must be faced as to whether, as a 
matter either of temporary or of permanent policy, tax funds 
should be used to provide additional Government hospital facilities 
or to subsidize non-Government hospitals. 

As a temporary matter the policy of subsidizing non-Govern- 
ment hospitals in an emergency has important advantages. Exist- 
ing non-Government facilities are utilized more fully. In some 
cases without tax subsidies hospitals may possibly be unable to con- 
tinue to operate and to provide a needed service, even for paying 
patients. Government authorities are not forced to build or pur- 
chase immediately additional hospital facilities. 

As a matter of permanent policy other considerations enter, 
e.g., the possible greater ultimate economy of direct Government 
maintenance of hospitals for the indigent; the administrative prob- 
lems associated with an extended subsidy system. 
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Second: What should be done to meet more adequately the need for 
clinics? Several considerations present themselves. 


a) Clinics at Cook County Hospital_—Should not the large but un- 
organized clinics now conducted at Cook County Hospital be 
definitely organized so as to provide a more effective service? It 
is generally recognized that an adequate and properly organized 
out-patient department is an essential complement to hospital 
service. Such a department can keep many patients out of the 
hospital, with consequent saving to the taxpayer, by providing 
necessary remedial treatment before the patient becomes sick enough 
to require hospital care. Patients can also be discharged from a 
hospital more rapidly if there is an affliated out-patient depart- 
ment which can provide after-care. 


b) Non-Government clinics—How shall we meet the problem of the 
overcrowded non-Government clinics, with limited resources and 
already dependent to a large extent upon public funds supplied to 
them upon a month to month emergency basis? An organized clinic 
at Cook County Hospital would relieve the over-loads in non- 
Government clinics. But the need for non-Government clinic 
service will continue. The method of financing them through tax 
funds or gifts must be worked out on a basis analogous to that 
worked out for hospitals. 


c) Compensation for physicians.—Is it sound policy that doctors 
should receive no compensation for services they render in clinics? 
The demands upon doctors for these services have been increasing 
continuously for a number of years. 


Third: What should be done to insure that in the future hospital ex- 
pansion shall take place only when required by community needs? Future 
expansion might take into account geographic needs as well as the fact 
that small hospitals are apparently uneconomical in a large urban com- 
munity. 


Fourth: Through what measures can better planning and co-ordination 
be brought about in the hospital and clinic field in such matters as group 
hospitalization, relations between governmental and non-governmental 
hospitals, co-ordination of clinic services, relationships with public health 
functions and with the medical profession, uniform accounting, co- 
operative purchasing, and the development of hospitals to the fullest 
extent as agencies for furthering the health interests of the community? 
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Appendix I 
HospiraLs AND HospiTaL BEDs IN CHICAGO 


By AuspicEes—1934 



































General Special 
All Hospitals Hospitals Hospitals 
Average 
AUSPICES Hos- Bas- No. of Hos- Hos- 
pitals Beds  sinets Beds pitals Beds pitals Beds 
Voluntary: 
Independent Ass’ns. .... 27 4,726 780 175 20 3,676 7 1,050 
Roman Catholic ....... 13 2,547 452 196 11 S31G: 2 371 
Other Churchy «0664 9 1,857 319 206 9 = 1,857 
Total voluntary ...... 49 9,130 1,551 186 40 7,709 9 1,421 
Proprietary® ....s.eceees 35. 2,701 +501 77 33 «2,618 2 ~~ 83 
Total non-gov't ..... 84 11,831 2,052 141 73 10,327 11 1,504 
Government: 
MENGE aver ga okevorci a) fete eters 3 488 0 163 3 488 
ONG sales create cts wisiens 1 2,923 222 2,923 1 2,923 
RRM Se wares ok Re woiale 3 850 25 283 1 400 2 450 
Pedetal) ociicacw ede nace 1 250 0 250 1 250 
Total government ... 8 4,511 247 564 3 3,573 5 938 
"BOAR yc cceeecceae 92 16,342 2,299 178 76 13,900 16 2,442 
*Does not include one hospital for which bed capacity was not secured. 
Appendix II 
HospiraLs AND HospitaL BEDs IN CHICAGO 
By Size oF HospiraL—1910 anp 1934 
1910 1934 
Size of Hospital Hospitals Beds Hospitals Beds 
60: Beds and WHEEE 66 ic ccc tices won 19 746 23 815 
GRAN EG oso alo acre ce elavalawre a aia eee 11 939 19 1,688 
TOR 200 WEUS bis ovececkesewcevese 12 1,995 26 3,908 
TOPRSA CERES o's 5: oreie ss acorereluie eiare ee tre 4 1,040 16 3,954 
MEP TOIAUEOS o oido's sialon ede wees 3 1,107 5 1,897 
ree SO Sa Sih ewie ca sreld aimee bahamas 1 1,800 3 4,082 
PRORAE “Sco oe dds eae eae ator 50 7,627 92 16,342 
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Appendix V 


Sources OF HospitaL INCOME IN 1933 
(Excluding Out-Patient Departments) 


49 reporting *Estimate for 





hospitals 44 hospitals 

(2,734,544 (657,594 
patient days) _ patient days) Total Per cent 
Patients’ Fees .......... $5,865,000 $3,466,000 $9,331,000 61.3% 
Investment Incomef .... 906,000** 20,000 926,000 6.1% 
Contributions? ......... 399,000 32,000 431,000 2.8% 

Public and Semi-public Re- 

lief Fundst .......... 425,000 0 425,000 2.8% 
Tax Supported Hospitals. 4,011,000 0 4,011,000 26.4% 
Miscellaneous .......... 91,000 0 91,000 6% 
ORGtANG Mov ccbracen ae $11,697,000 $3,518,000 $15,215,000 100.0% 


*Complete information on hospital income was secured for 42 non-government 
and seven Government hospitals representing 12,004 beds and accounting for 
2,734,544 patient days’ care in 1933. Income in 1931 for seven hospitals report- 
ing 193,000 patient days’ care was secured from Fifields. Income for 1933 was 
estimated at 75% of the 1931 amounts. For the remaining 37 hospitals account- 
ing for an estimated 464,000 patient days’ care, income was estimated at‘$5 per 
patient day. 


**Includes $225,000 from educational funds. 


+Eleven hospitals received about 90% of the income from investments and 
contributions. 


This income obtained by 12 hospitals. 
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Appendix VI 
CLASSIFICATION OF Visits BY DEPARTMENTS* 
(For 33 Clinics) 

April, 1934 











Total Government Non-Government 

Departments Visits Special General** Spécial General 
WenerGal sare bse! Fieneaie 29,210 13,992 1,002 6,743 7,473 
PEGI CA NE i sccvravecpnisie 25,187 jierecs 4,199 eens 20,988 
Genitourinary ...... 24,071 Pe 616 19,333 4,122 
Ear, nose, and throat. 15,199 3,992 3,012 123 8,072 
LSS 2 Se eee 11,019 2,011 3,223 5 5,780 
ROPE Tera te ee cteisa are ove 10,232 1,996 2,150 5 6,081 
ReUMN kG te tokslehsiarinaice 7,387 acetals 2,444 3 4,940 
Gynecological ....... 7,328 eenitans 627 129 6,572 
EN ee sh 9,463 iad 1,692 112 7,659 
Maternity os 60is6.06 6,554 Sac 1,867 487 4,200 
OreBOpedic sé.54:6:0'4.5i 6,284 bse 3,520 Ae 2,764 
PO MIRULICS sa sis is cocsceie’e 5,597 Sacre 571 150 4,876 
EXAMINING <6 5.65.0: 3%0: 4,491 ree ee eres 4,491 
Physiotherapy ...... 2,691 afeuse 543 ara 2,148 
CAR AC <.6)5) 6a oie 68% 2,614 Senate 709 56 1,849 
Neurological ....... 2,019 eee 373 16 1,630 
PPSVCIIAGEIC! -<écbvesecoisiacs 1,780 471 seein Serene 1,309 
WIN ehicce opus 1,319 are 234 cane. 1,085 
LOSE Sn (ae eae 1,289 aiieave 419 bits 870 
ERY e cravsiclaiodareswavete 1,024 Rekes eletane Sui 1,024 
Infant welfare ...... 696 caste ‘stare rds 696 
TUDELCUIORIS s0:050%s:0:0:2 531 stives ree aia 531 
SSE GH seve cr %o-<24'enitane 511 hee nae were 511 
Gastrointestinal ..... 424 Lidiets salons seat 424 
A i a ee 211 serene ea ae 211 
INEPION. 63556 s05:0 00 162 secon bees as 162 
Hospital cases: s...:.:s's's 107 ies Miss eres 107 
PEOCEOIORY. 6.003918 00's 26 are cunts wae 26 
Others not classified.. 1,981 eaer totes meet 1,981 
MOGs (558 oa ice she 179,407 22,462 27,201 27,162 102,582 





*The departmental classification cannot be regarded as an accurate measure 
of services rendered in the corresponding medical classifications. 


**Includes Cook County Hospital Clinics (16,896 total visits) and Illinois 
Research and Educational Clinics (10,305 total visits). 
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Appendix VII 


DEPARTMENTAL COMPARISON OF VISITS IN 1929 AND 1933 
(For 33 Clinics) 








--- —1929—.—— —— ———— 193 3 ______ 
Non- Non- 

Govern- Govern- Govern- Govern- 
Department ment ment Total ment ment Total 
Maternity . ...5<0%- y Pe 7. 18,280 26,012 22,664 63,297 85,961 
Tuberculosis: ... 0 << atte 3,079 3,079 ee 4,036 4,036 
Ear, nose, and throat. 71,318 48,027 119,345 80,172 74,014 154,186 
gerne recs uceu ve cele 46,769 45,264 92,033 55,529 79,933 135,462 
Orthopedic ........ 8,993 13,128 yy yA 51,567 39,778 91,345 
Venereall 2 oicssveiec 55,258 544,030 599,288 147,726 383,915 531,641 
DIGHEAD Ke oicreeure-oea 42,181 13,973 56,154 67,709 50,034 117,743 
CL Ra ee ee 1,227 32,712 33,939 31,147 46,362 77,509 
Gynecological ...... rere 28,451 28,451 7,699 63,582 71,281 
Psyehiathic  .o.s6<+< 3,070 3,980 7,050 4,316 8,776 13,092 
CAGHIE 6 ere owe coke 4,138 8,188 12,326 8,238 20,901 29,139 
Neurological ....... arareta 10,763 10,763 5,912 21,578 27,490 
BMARGIC 2. 6.06.c0 ener 1,039 1,830 2,869 6,258 5,621 11,879 
Genitourinary ...... ae 14,732 14,732 10,080 49,861 59,941 
DUMDCEY. c0.6's1a.s oin:e's'e 5,291 42,925 48,216 29,656 87,025 116,681 
WREGICAD a occ. ai oiare'e cers 22,289 73,202 95,491 56,875 215,672 272,547 
Infant welfare ...... as ate 19,798 19,798 aeete 30,863 30,863 
Physiotherapy ...... anes 9,803 9,803 2,949 24,492 27,441 
SHIMECIEY feces wees cle ee 3,525 3,525 Ae 4,668 4,668 
POGIAVICS. so 52.06 0s dreete 26,924 26,924 7,168 51,664 58,832 
Nutrition. ...-...s.- eee 350 350 eae 2,573 2,573 
Gastrointestinal ..... hers 2,591 2,591 Pesche 4,442 4,442 
7) Col aCe ora ate mae 1,382 1,382 4,436 10,020 14,456 
Examining 060600. ravers 15,801 15,801 acct 54,128 54,128 
Dt SECO OOO Ee rere 4,623 4,623 Pieter 17,064 17,064 
Others not classified. 104,125 17,799 121,924 aot 61,180 61.180 
(a) SA eer" 373,430 1,005,160 1,378,590 600,101 1,475,479 2,075,580 


Appendix VIII 


SouRCE OF CLINIC PATIENTS—15 Non-GOvERNMENT CLINICS* 
Year Ended September 30, 1934 














Visits Per cent 
Clients of Illinois Emergency Relief Commission........ 428,000 46% 
Clients of Brivate Acencied: cicwcuccccencwuswessinawe 59,000 6% 
Gilet bice VAMC oc acco te cr We eee Waele cclnewn 181,000 18% 
"FOGAY Pres. 6 ks sce esicnas awaleuevaltnereccewuwemes 668,000 10% 
Patt-pay batieitern. «ccc cca nce co tusudeeweunaandee ds 294,000 30% 
go Sere Rename far ok UE Re Ay reas MR ee 962,000 100% 





*From reports submitted to Community Fund Allied Chicago Charities. 
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The Challenge to Nursing Education 


ELNORA E. THOMSON, R.N. 


Professor of Nursing 
Director of the Department of Nursing Education 
University of Oregon Medical School, Portland 


ISTER JOHN GABRIEL has given us the challenge. It is a chal- 
lenge to nursing education to meet requirements for a recognized 
professional status. 

It is interesting to go back over the development in nursing education 
and the evolution of our curriculum, and recognize that continuously 
we have been adding to our subjects in small piecemeal ways. We have 
added a little chemistry, a little anatomy, a little physiology, a little of 
this and a little of that, more recently going into the social sciences. 

If you will look over the curriculum of most schools of nursing you 
will find there is little continuity insofar as the subjects are concerned. 
Doubtless in most of our better institutions there is much more con- 
tinuity than appears in the curriculum. 

Curiously enough, we have gone on adding courses within the hos- 
pital school. Naturally, time has been limited, and therefore we have 
what might be termed synthetic courses—neither one thing nor the 
other; a little introduction to this, and a little more of that, but noth- 
ing that an educational institution would accept as a unit. 

It seems, therefore, that one of the main challenges to nursing educa- 
tion is that we see to it that we work out plans whereby our standards 
for the so-called hospital schools of nursing shall be those which make it 
necessary for the student to have real courses, instead of synthetic courses, 
in the sciences and in the social sciences. 

Is there any reason why we should not use the educational institu- 
tions in every state in the United States for the purpose of having these 
courses given? I am sure you all agree with me that there is nothing 
more stupid than psychology for nurses, psychology for doctors, psy- 
chology for engineers, psychology for this and for that. Is it psychology 
or isn’t it? Is psychology a basic course having to do with the way in 


1Read before the Western Hospital Association and Western Catholic Hos- 
pital Association, San Francisco, February 18-21. 
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which human beings behave, or is it only something which teaches us 
how an individual behaves within a given profession. The same thing 
applies to sociology, chemistry, and many other courses. 

I do feel strongly that educational institutions where nurses go for 
preliminary education need to have a Department of Nursing Educa- 
tion. ‘There are various reasons for this. One, which I think would 
seem quite obvious, is that if you do not have a Department of Nursing 
Education, chemistry, bacteriology, sociology, psychology will take unto 
themselves our would-be best students. The head of one of the depart- 
ments or a professor will say to a good student, “You are too brilliant 
to be a nurse; you should go into the pure sciences.” Or, “You have 
the personality that would make you most effective in the social sci- 
ences.” All of which indicates that this individual is eminently fitted to 
be an effective nurse. 

This is by way of being facetious. There are other more important 
reasons. We need to work out plans whereby there is a close connection 
between the educational institution giving the basic work and the pro- 
fessional division which must be within the hospital. 

You see what I am really saying is not anything which would make it 
harder for the hospital’s school, but rather a great deal which would 
limit definitely those subjects which are given within that school. 

There isn’t any reason why the nurse student should not be a student 
just as any other student is a student and there is no reason why we 
cannot work out educational units for the work done within the hos- 
pital school. 

I have often wondered if we suffer from that which is called an in- 
feriority complex when we say, “But our problem is so different. You 
cannot make the same kind of comparison.” Or, “It is so much better 
as we do it than it could be done otherwise.” 

If we had our basic courses, scientific and social science, given in an 
educational institution, it would release us in the hospital school for that 
part of the nurse’s education which makes her a nurse. The university 
or the college by itself cannot possibly complete the education of a 
nurse. 

There are other things which we need to do besides make connec- 
tions with educational institutions. We have to change our point of 
view, unless we have already changed it, for if we still believe that we 
can adequately educate the nurse in the hospital school and have the 
patient pay for it, then we shall not consider this newer form of educa- 
tion necessary. But, if we believe that the education of the nurse is 
comparable to other forms of professional education, then we are ready 
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for the changes which are indicated. For other forms of education, 
state and private educational institutions make appropriations. We 
should be seeking this for our group and then using those funds which 
we have used for the education of the nurse within our own school for 
the betterment of that unit of education which it is ours to give, and 
which remains the most important part of the nurse’s education. 

We are all agreed, I am sure, that nursing exists because of the patient, 
just as the hospital exists because of the patient, and just as the physi- 
cian exists because of the patient. Therefore, we know that if we are 
to make the nurse the best type of nurse, we must develop the type of 
service within our institution which makes possible the best kind of care 
for the patient. In our institutions, the most important individual is 
not a member of the board of trustees, or the executive, or the super- 
visor, and on down to the patient. The most important person is the 
patient and up from the patient to the person who is closest to the 
patient, and so on up to the board of trustees. Therefore, this service 
which is given at the bedside of the patient needs to be carefully super- 
vised, carefully organized, so that the student really can apply in the 
care of the patient those things which she has learned in her more formal 
studies, and the patient will benefit from this carefully supervised bed- 
side education of the nurse. 

The standards which were established for the care of patients in the 
early times of the school of nursing are the same standards which we 
now have when we speak of a different type of education for the nurse. 
It is only that now there must be added many things which were not 
known when the first students became so-called professional nurses. 

Let us dignify nursing education in the hospital by making it the 
upper division of the professional education of the nurse. Then the sit- 
uation will be much simpler than it is now and we shall have met this 
challenge. 

Another thing needed is a little less paternal attitude toward our stu- 
dents. We are almost the last group which takes such an attitude. 

We recognize that there must be discipline, and of a very definite 
character, for the individual who really becomes a nurse, because, as 
Sister John Gabriel has said so wisely (as all she said was wise), “‘all 
nursing stands upon each nurse.” But I wonder if most of our disci- 
pline has been of the type which is contributive to self-discipline. Do 
we not have another challenge here? Is it not true that when a student 
goes through one of our schools and is really a very good nurse—that is, 
all of her reports from the wards, all of the reports from the bedside of 
the patient and from the various departments, are good—when that 
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student fails in her behavior in her senior year, it isn’t the student who 
has failed? We are the ones who have failed, in not helping that stu- 
dent to a self-discipline which would carry her through her career, and 
not just through until the senior year or until she graduates. 

Haven’t we a responsibility for giving our students a greater sense of 
freedom than most of them have, and at the same time maintaining our 
standards which we believe are true standards for the woman who has 
the character to accept the responsibility for work as an independent 
woman and a member of the nursing profession? 

In the hospital school we have an opportunity under controlled con- 
ditions to help students to learn to control themselves if we make the 
student responsible for her own behavior rather than have her feel that 
we are responsible. The following story will illustrate my point. A 
small boy had reached the age when he could join a Boy Scout troop. 
This boy lived with his father, a professional man; the mother had re- 
cently died. One day at breakfast the lad said, “I know what Jackie 
is going to do tonight after Scout meeting.” 

“What is that?” said his father. 


> 


“He’s going to a show,” was the answer. 

“Well,” said the father, “‘you can’t do that, tomorrow is a school day. 
You must come right home and we’ll go together Friday night.” 

That night at nine-thirty, the boy wasn’t at home and the father 
started to get out his car and go after his son when he remembered the 
conversation of the morning. He therefore decided upon another course 
of action. He locked the door and sat down in his favorite chair to 
read. About eleven o’clock the doorbell rang. The father went to the 
door and let the boy in, said, “Good evening, son,” and returned to his 
chair and book. The boy fidgeted about for some minutes and then 
said, ‘““Why don’t you lick me, Dad?” His father said, “No, I’m not 
going to lick you. I’ve decided not to lick you again. You will have 
to take the responsibility for your own behavior,” and the boy said, 
“Oh, no—please, Dad, lick me, lick me.” 

It appears to be easier to shirk responsibility for our behavior and 
blame someone else, or behave badly just to outwit someone in authority, 
than to assume responsibility for our behavior ourselves. Are we help- 
ing our students to face reality or trying to make them behave? If the 
former is our method, we shall help to build a strong character; if the 
latter, strong character will not be the result of our attitude but, if it 
does exist, will be in spite of it. If the actions of our students are un- 
satisfactory, should we not attempt to find out why they behave as they 
do and then proceed upon that knowledge, rather than always mete out 
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the same punishment for the same act? Whom would you rather em- 
ploy, the person who had never made a mistake or the person who had 
made a mistake, acknowledged it, and profited by it? There are schools 
of nursing where the student has no recourse. 

At any rate, isn’t it true that it is our job to help people look at 
themselves so that they can make themselves into what they want to be 
—because we can all be, within reason, what we want to be, if our de- 
sire is strong enough; but we must have this strong desire. Our job, as 
supervisors and directors of schools of nursing, as head nurses or as staff 
nurses or as superintendents, is to help the students who are with us to 
want to do the right thing, rather than make them temporarily do it. 

I remember when I was a child at home, I was made to eat mush 
every day. As soon as I got away from home, I stopped eating mush. 
No amount of repetition will make a habit unless there is proper motiva- 
tion. Watching a student will not do any good and it may do perma- 
nent harm. 

I know of students who have been dismissed from schools of nursing 
within three weeks of finishing their training, because of unsatisfactory 
behavior. Our superintendent of nurses told me it was because the stu- 
dent body took action. They had student body control and the student 
body felt quite strongly. Of course, we need to help students in their 
decision so that the decision may be wise. 

Let us, then, cease being paternalistic. It isn’t a part of our present 
world. We might be dictators, but not paternalistic. 

To briefly summarize our challenges: 

First, education for the student nurse which does not require the hos- 
pital as its laboratory should be given the student outside the hospital 
school in a regularly accredited educational institution. 

Second and third, we must bring our part of the education of the 
nurse to its very highest plane so that we are certain that each one who 
graduates as a nurse, each one who enters the nursing profession and 
finishes her course, is first and foremost a good nurse; then it follows 
that she is an individual interested in people, who wants to help people, 
who has the service ideal, and is educated so that this ideal may be effec- 
tive. She is an individual who is able to meet any situation which may 
arise in a straightforward fashion. Those of us who are associated with 
hospitals and nursing education must work to bring these things about. 
Then the education of the nurse will be recognized for its quality, and 
the nurse so educated may go on to help the people who need help of 
the kind which she is prepared to give in this very difficult but very 
interesting world of ours. 
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. Franklin BH. Martin 
Born 1857—Died 1935 


Dr. Franklin BH. Martin, founder and Director-General of the American 
College of Surgeons, died in Phoenix, Arizona, March 7. 


As soldier, surgeon, editor, and author, Br. Martin made an immense 
contribution to cultural and professional progress in this country. 


He was always interested in hospitals. Jn 1887 he founded the Charity 
Hospital in Chicago, later merged with the Wesley Memorial Hospital. 
In common with every leading hospital administrator, he emphasised that 
the first concern of the hospital was the care of its patients. 


His greatest contribution to medical progress, and the one that will in all 
probability live longest, was the standardisation of professional serbice in 
hospitals, through the College of Surgeons. This work, successfully 
carried on through the pears, has made ebverp hospital on this continent a 
better hospital. Its accomplishment will be a lasting monument to the work 
and worth of Dr. Franklin BH. Martin. 


His whole life exemplified the finest fidelity to purpose, an unswerbing 
lopaltp to friends and fellow-workers, a devoted consecration to the better- 
ment of professional serbice and to hospital advancement. 


SER TT 
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Some Facts and Figures Regarding 
Proprietary Hospitals 


CompiLepD By MARGARET LOVELL PLUMLEY 
For the Council on Community Relations and Administrative Practice 
American Hospital Association 


SUBCOMMITTEE of the Council has been interested in the 

number, size, and distribution throughout the country of the 

hospitals organized for profit. As a preliminary to a study which 
the Council may pursue, the following compilation has been made of the 
facts available in the records of the Council on Medical Education and 
Hospitals of the American Medical Association, the officers of which 
have been most co-operative in making available the material on which 
almost all of this report is based, and in actually preparing some of the 
tabulations. 

Hospitals which are owned by individuals or partnerships or which 
are incorporated on a business instead of a non-profit basis numbered 
1,890 in 1934 and had 58,859 beds according to reports made to the 
American Medical Association. 

These proprietary hospitals are predominantly small. Sixty-two per 
cent reported less than 26 beds; and 86%, 50 beds or less. Only 3% 
had facilities for over 100 patients—a marked contrast to the 26% with 
over 100 beds reported for all hospitals in the 1933 A. M. A. Hospital 
Register. Forty-six per cent of the 1,890 proprietary hospitals were 
located in towns under 5,000 in population. Only 17% were located in 
cities over 100,000. Thus the proprietary hospital is particularly preva- 
lent in the small places. 

Seventy per cent of these hospitals (1,323) were owned by physi- 
cians, nurses, or lay persons. The other 30% (567) were incorporated. 

One or more proprietary hospitals have been established in every state 
but the number per state varies from two each in Delaware, Nevada, 
and New Hampshire to 151 in Texas and 169 in California. Fifty-five 
per cent, with 56% of the beds, are in 13 states: California, Georgia, 
Illinois, Iowa, Massachusetts, Michigan, Minnesota, Nebraska, New York, 
Ohio, Oklahoma, Pennsylvania, and Texas. Fifty or more have been 
established in each of these states. 

But the importance of the proprietary hospital in the hospital field 
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lies not in their number per state but in the extent to which they fur- 
nish hospital care in comparison with non-profit hospitals in the differ- 
ent states. While the proprietary group constitutes nearly 30% of the 
total number of hospitals in the country, they supply but 6% of the 
beds. From the point of view of provision of hospital care in the coun- 
try as a whole, therefore, they are a minor factor. 


States in Which Proprietary Hospitals Are Important 

Discussion of their significance in particular states will be limited to 
general hospitals since, as Table I brings out, the majority of proprietary 
hospitals provide this type of service. 


Table I 
PROPRIETARY HospiTALs BY TYPE OF SERVICE 
T ype of Number Per Number Per 
Service Hospitals Cent of Beds Cent 
, ee lessees SOS 100 58,859 100 
General ..... peas 1410 75 40,649 69 
Nervous and Mental. . ae 213 11 9,562 16 
Convalescent ......... 75 04 2,024 03 
Tuberculosis ............ 69 04 3,204 05 
Other ....:. . , : 123 06 3,430 07 


In 18 states less than 10% of the beds in general hospitals were pro- 
prietary. New York, Michigan, Ohio, and Pennsylvania were in this 
group. In 16 states, including California and Minnesota, from 10 to 
21% were in proprietary general hospitals. But in the 11 states listed 
in Table II from 42 to 62% of the general hospitals with from 22 to 
46% of the beds were proprietary. In this group of states it is evident 
that the proprietary hospital plays a more important part. 


Table II 
ELEVEN STATES IN WHICH FROM 42 TO 62% OF THE HOosPITALS 
AND 22 To 46% OF THE Beps ARE PROPRIETARY 


General Hospitals General Hospital Beds 

Per Per 
State All Proprietary Cent All Proprietary Cent 
Alabama . « 37 60 3,843 1,457 38 
Arkansas _ .. 54 29 54 2,924 654 22 
Georgia . .. 84 49 58 4,649 1,381 30 
ae 44 24 54 1,595 472 30 
Maine 56 25 45 2,893 738 25 
Mississippi. 65 36 5§ 2,823 1,202 42 
Nebraska ; 88 51 58 4,416 970 22 
Oklahoma. 100 62 62 4,919 1,923 39 
Oregon .... . 32 ne 42 3,479 825 24 
Wexas ..-. 227 126 5S 12,012 3,390 28 
West Virginia 60 32 §3 4,314 1,973 46 
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None of the industrial states is included in this group and only three 
eastern states: Georgia, Maine, and West Virginia. They represent, for 
the most part, the less developed sections of the country, and are pre- 
dominantly rural. The general proprietary hospital flourishes most, evi- 
dently, in regions in which hospital care has not been generally accepted 
as a community responsibility. Their occurrence in the industrial states, 
at least in large cities, has come about for another reason, which will be 
discussed later. 

Occupancy Rates 

Occupancy rates for proprietary hospitals were lower than for all hos- 
pitals, as Table II brings out. For the 1,751 of the 1,890 for which 
rates could be figured, the percentage of occupancy was 46. This was 
also the rate found for the general proprietary hospitals. For the nervous 
and mental hospitals it was 61; for the tuberculosis institutions 48% ; 
and for the other special hospitals, 40%. 

Table III 


COMPARISON OF 1933 OccuPpANCY RATES 
IN ALL HospiraLs WITH THOSE IN PRoPpRIFTARY HospPITALs 


Percentages of Occupancy 


Type of All Proprietary 
Service Hospitals Hospitals 
Total ............ sf eaitinsdvtied oS elec Src, OA 46 
General .................0-05- Vanes ae 60 46 
Nervous and Mental. a seh dekare nk ach OOD 61 
Tuberculosis ......... bg tes setae toe GO 53 
Convalescent and Rest............... _ 69 48 
ther 2) s45 aa-3 prea crates othe, 5 cho als mans 61 40 


*Adapted from the table on page 1011 of the March 31, 1934 issue of the 
Journal of the Americen Medical Association. Figures used in obtaining the 
percentages for the special hospitals taken from Table 2, page 1008 in the 
same issue of the Journal. 

For 15 states the occupancy rates ranged from 42 to 49%, within 
three points or less of the average. For 21 states the average rates were 
all below 43; for 12, they were 50% or more. It is worth noting that 
in all except one of the 11 states in which the position of the proprietary 
hospital is important, the occupancy rates were below 43%. The low- 
est rate—24%—was found for Arkansas with 29 hospitals and Wyoming 
with eight. The highest rate was 66°7, obtained for Connecticut with 


17 hospitals and Rhode Island with five. 


Length of Establishment 

Almost half the proprietary hospitals were established over 15 years 
ago. About 8% have been established within the last five years. Two 
peaks occurred in their establishment. Ninety-five were opened in 1920 
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and 92 in 1928. The decline came, apparently, a year or more before 
the depression started. Only 63 were opened in 1929 and in 1934 but 
five. 

A recent tabulation made by the Council on Medical Education and 
Hospitals of the A. M. A. is rather significant. From 1929 to 1933 
there was a decrease of 176 in the number of hospitals under individual 
and partnership control; of these 40 were refused registration; the others 
either closed or changed their form of control. Some of them undoubt- 
edly incorporated. Some became non-profit institutions. But certainly 
these figures indicate that the trend toward the establishment of pro- 
prietary hospitals has passed its peak. 


Proprietary Hospitals by Type of Service 
Table I presented the types of medical service furnished by proprietary 
hospitals. The 1,410 general proprietary hospitals were located in all 
the states except Maryland, New Hampshire, and Nevada. Their total 
bed capacity was 40,649. One thousand nine were owned by individuals 
or partners; 401 were incorporated. They constituted about a third of 
all the general hospitals in the country with about 10% of the beds. 
Table IV 
SIzE OF GENERAL PROPRIETARY HospitTaLs By SizE oF Towns 
Number of Beds 


Total Over 
Population Hospitals 1-10 11-25 26-50 51-75 76-100 100 
Vee, 23. 1410 267 659 326 78 42 38 
Under 5,000 729 214 403 102 y 3 == 
5,000-24,999 420 41 186 145 34 ' J: 
25,000-49,999 49 1 20 19 4 4 1 
50,000-100,000 47 1 8 1 5 10 8 
Over 100,000 . 165 10 42 45 28 18 22 


About two-thirds of these hospitals have less than 26 beds, of which 
two-thirds also are located in towns under 5,000 population. Nearly 
60% of the hospitals with over 100 beds are in cities of more than 
100,000 population. Table IV presents the distribution. From the ma- 
terial on the general proprietary hospitals, several conclusions can be 
reached: 

1. The proprietary general hospitals are mainly small-town develop- 

ments. 

2. They are predominantly small. 

The majority of them are owned by physicians or nurses (either 
alone or in partnership with another doctor or nurse). 

4. Because of their small size, the owner frequently acts as his own 

superintendent. 
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The other important types of medical service furnished by the pro- 
prietary hospital group are: nervous and mental, convalescent, and tuber- 
culosis. The 75 proprietary convalescent homes in the country made up 
§8% of all the institutions of this type and furnished about 37% of 
the beds. Only eight reported over 50 beds, and 55, 25 beds or less. 
Nearly half (48%) were owned and managed by lay persons or nurses. 
From one to four such hospitals were established in 19 states and the 
District of Columbia. Seven were in California, 13 in New York, five 
each in Connecticut and Massachusetts, and six in Pennsylvania. 


The 213 proprietary nervous and mental hospitals with 9,562 beds 
were found in all except 14 states—Delaware, Rhode Island, West Vir- 
ginia, Mississippi, and 10 of the least developed northwestern and far 
western states. This group comprised 34% of all the nervous and men- 
tal institutions with 2% of the beds. The number per state varied from 
one to 30. One hundred and twenty-two were owned by individuals or 
partners; 91 were incorporated. 

Sixty-nine proprietary tuberculosis hospitals with 3,204 beds have 
been established in 18 states—14% of all tuberculosis hospitals with 5% 
of the beds. California has 15 hospitals with 716 beds; North Carolina, 
11 hospitals and 468 beds; and Texas, seven hospitals and 383 beds. 
There were from one to four hospitals in the remaining 15 states, sup- 
plying slightly over half the proprietary beds of that type. 

There were 122 other special proprietary hospitals with 3,240 beds. 
They include the following types of service: eye, ear, nose, and throat; 
surgical; children’s; maternity; cancer; urological; incurables; internal 
medicine; and industrial. All except a few were small. The eye, ear, 
nose, and throat hospitals, unimportant in numbers and size, are interest- 
ing in that they comprise 62% of all hospitals of this type with 36% of 
the beds. 


The Only Hospital in Town 

There were 803 proprietary hospitals, which were the only ones in the 
towns in which they had been established. Almost three-fourths of 
these were under individual or partnership control. The others were in- 
corporated. The great majority were general. Half of them were sit- 
uated in eleven states: 


California 2. ...6.00.. 54 Nebraska ........ ie 3s 
RNG 6. ao? Ce aces 24 New Work 6.05. 0 22 
MPA GIS es eos tates oe ee 35 Okishoma .......... 28 
Mpa a Pe secant ned ae 32 CRASS pe ai 65 
Michigan ........:.. 28 Wisconsin ....... .. 26 
Minnesota. .......... 48 
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Georgia, Oklahoma, Nebraska, and Texas are in the group of states in 
which proprietary hospitals were considered relatively important. In 20 
states 50% or more of the proprietary hospitals were the only ones in 
town. 

Eighty-one per cent of these “only hospitals” were situated in towns 
under 5,000 in population; 14% in towns from 5,000 to 9,999 in size; 
and 5% in towns over 10,000. Only three, however, were situated in 
towns over 20,000—one in California, one in Rhode Island, and one in 
Pennsylvania. 

The significance of a proprietary hospital which is the only hospital 
in town lies in its situation in regard to other hospitals. If the town is 
a suburb or fairly near a city where hospital facilities are adequate, the 
fact that there is no general hospital in the town itself may be unim- 
portant. If roads are good, transportation of patients may be simple, and 
one or more of the town’s physicians may have staff privileges in the 
near-by hospital. 

But in states where hospitals of any type are few and far between, 
the situation may be very different. In one town in Oklahoma, for 
example, in which a proprietary hospital is located, there were, a year or 
two ago, no non-profit hospitals to the west within the state, and the 
nearest one to the east was 70 miles distant over poor roads. Several 
hospitals in Texas in communities where there were no non-profit institu- 
tions received city and county funds for the care of patients. 


The Hospital in a Small Town 

An ambitious physician in a small community may establish his hos- 
pital with an eye to his own advantage—to increase his practice and to 
prevent loss of patients. But the welfare of his patients may also be an 
important contributing factor in his decision to establish a hospital. A 
sudden accident, an emergency operation, unexpected complications in 
pregnancy, may necessitate services and equipment which cannot be pro- 
vided either in a private home or in the physician’s office. These, to a 
greater or less degree, the physician attempts to furnish by opening a 
hospital. 


The Hospital in a Large City 

The physician or group of physicians who establishes a hospital in a 
large city does so for quite different reasons from those frequently 
motivating the physicians in smaller towns. Although there is no lack 
of adequate hospital accommodations in large communities, there may be 
a dearth so far as the individual physician is concerned because he is 
unable to secure hospital privileges. 
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Sometimes his medical training does not come up to the standards re- 
quired by the hospitals in his city. Sometimes he has been unable to 
make contacts necessary to bring him recognition. Possibly he may be 
the type of person who finds it difficult to work in a group and conform 
to group regulations. Any or a combination of these reasons may result 
in his starting a hospital of his own. 

Ocvasionally, a physician may establish a hospital because he wants to 
carry on practices considered unethical by the medical boards of reputable 
hospitals. In this class are probably a large number of the “unregistered 
hospitals” discussed later. 

Hospitals are at times established by a group of physicians, not be- 
cause they cannot obtain hospital staff privileges, but because they prefer 
to be in control of the hospital in which they work, and, if they are able, 
add to their incomes by making the hospital show a profit. Frequently 
this expectation is never realized; on the contrary the physicians may be 
obliged to use a portion of their fees to help maintain the hospital. 


Hospitals Refused Recognition by the American Medical Association 


A final group of proprietary hospitals are those in which the standards 
are so low that the American Medical Association does not consider them 
worthy of inclusion in its annual register. There were 331 such institu- 
tions under individual or partnership control which were known to the 
A. M. A. in 1934. There were also 132 so-called “independent” hospi- 
tals, of which a large proportion were probably actually proprietary. One 
hundred and eighteen of the 331 were at one time on the A. M. A.’s 
approved list but were dropped for cause between 1923 and 1934, most 
of them since 1925. The great majority are very small. Seventy per 
cent have facilities for 25 beds or less. 

Half of these institutions are in seven states: California, Illinois, New 
York, Kentucky, Missouri, Nebraska, and Texas. About a quarter are in 
seven other states. The rest are distributed over 26 states. California 
has the largest number—49, of which 23 are in cities of over 50,000 
population and some of the others are in suburbs of Los Angeles and 
San Francisco. Twenty-one are located in Illinois—11 in Chicago. Of 
19 in New York state, 10 are in New York City and Brooklyn. 

Mr. Sanger, of the Council on Medical Education and Hospitals, says 
of this group: 

“Only a little over 1% of the total capacity of all hospitals is in- 
cluded in the 575 institutions that are refused registration. From the 
standpoint of hospitalization, therefore, they are as a rule not needed. 


Not only are they left out of the Register and the American Medical 
Directory but their names are consistently omitted from all of the pub- 
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lications of the Association and they are refused admission to the ad- 
vertising columns. Public and professional opinion forces many such 
institutions to sell their buildings to more reputable owners or to close 


up. 





ce 


Hospitals in Palestine 


F THE SIX PRINCIPAL CITIES of Palestine, namely, Jerusalem, Jaffa, 

Tel-Aviv, Tiberius, Saffad, and Afulah, the Government has hospi- 

tals in the first four which total about 300 beds. Then there are 
four missionary hospitals with 700 beds and six hospitals under Jewish 
auspices with 600 beds, making a total of 1,600 beds. The 1,000 beds 
in hospitals belonging to the Government and missionaries are 50 per 
cent occupied. The six hospitals controlled by Jewish organizations are 
utilized to 85 per cent capacity. In addition, there are a few proprietary 
hospitals with a total capacity of about 150 beds which are used ex- 
tensively by those who can afford to pay for hospital care. All in all, 
Palestine has about three hospital beds per thousand of the population. 
It should have at least five hospital beds per thousand of the population. 

In addition to the hospitals already under operation, the new Roths- 
child-Hadassah University Hospital will soon be in course of construc- 
tion. This new hospital will be located on Mount Scopus, the site of the 
Hebrew University, and will be affiliated with the Hebrew University for 
graduate teaching and research. The new hospital is to be of 250 beds 
and is to serve the following purposes: 

(a) Hospital care for bed patients (250 beds). 

(6) Out-patient department service for ambulatory patients (300 
patients a day). 

(c) Medical education (post-graduate). 

(d) Research (clinical and laboratory). 

(e) Nursing education and nurses’ residence. 

(f) Preventive medicine. 

Dr. J. J. Golub, the director of the Hospital for Joint Diseases in New 
York, made the survey of hospitals and health conditions in Palestine 
and selected the site in Jerusalem for the new university hospital, and 
will serve as consultant in the planning of the hospital, the medical 
school, and research buildings. 
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The St. Louis Convention 


HE conventions of the various state and regional hospital associations 

so far this year have been characterized by a large attendance and 

live discussions of the excellent programs arranged for. There has 
never been a year in which those who are interested in hospitals and hos- 
pital operation have assembled in such large numbers as in the present 
year. There has been a decided reawakening of hospital interest and pur- 
pose. Not only hospital superintendents and heads of the departments, 
but members of the medical staffs and members of boards of trustees have 
attended these conventions. Increasingly large numbers have participated 
in their programs. The hospital associations themselves have brought to 
these conventions persons prominent in the political and welfare life of 
their respective states. Men holding important positions in national affairs 
—the governors and attorney-generals of states and other persons promi- 
nent politically—have been glad to participate in these programs. 

The program arrangements for the St. Louis convention will bring to- 
gether many men and women internationally known who have the inter- 
ests of the hospitals at heart. They will address the convention on those 
lines of activity which are most closely affiliated with hospital operation. 
They will come to our convention to tell us what they can do to pro- 
mote both the interests and the efficiency of our institutions and to learn 
from our hospital people what our institutions can do to help them in 
their programs for the public welfare. No person engaged in hospital 
work, either as administrator or as head of any of the departments, can 
afford to miss the St. Louis convention. Its educational values alone 
will fully recompense everyone who attends for the expense and time 
involved in meeting with the thousands of hospital people who will be 
assembled in St. Louis the week of September 30. 

In addition to the meetings of the convention, all of which have been 
carefully arranged for, the educational and technical exhibit will be more 
complete this year than in previous years. Everything is being done to 
assemble at St. Louis the best exhibit of merchandise which manufac- 
turers and jobbers can bring to the attention of the hospital field. 

We are hoping that each state will send a large and interested delega- 
tion of hospital people to the St. Louis convention. 





37th Annual Convention, St. Louis, Missouri—September 30-October 4 
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Ancient and Honorable 
Hospitals 


Within these aged walls — 
“Doctor, nurse, and chaplain’s praper 
Q hopeful, healing message bear, 
And patients walk the sunlit wap 
Of health and strength to brighter day.” 
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Progress of Group 
Hospitalization in 1934 


C. RUFUS ROREM, Ph.D., C.P.A. 
Consultant in Group Hospitalization, American Hospital Association 


RE GROUP HOSPITALIZATION plans growing in membership? Have 
A they been economically sound? Are the subscribers receiving 

adequate care or abusing their privileges? Are the hospitals ade- 
quately reimbursed? What lessons have been !earned concerning organi- 
zation, promotion, scope of benefits, eligibility for membership? This 
article will direct answers toward the foregoing questions, based upon 
data from a number of city-wide group hospitalization plans, and the 
Baylor and Methodist single-hospital plans in Dallas, Texas. 


Enrollment of Subscribers 


According to the most recently available data, the membership in 12 
leading group hospitalization plans was as follows: Saperior California 
Hospital Association, Sacramento, California. Organized June 15, 1932; 
§956 subscribers (including 2896 dependents), March 1, 1935. ° Hos- 
pital Service Association of New Orleans, New Orleans, Louisiana. 
Organized April, 1934; 6,105 subscribers, also 12,500 dependents, March 
1, 1935. Hospital Service Association, St. Paul, Minnesota. Organized 
April, 1934; 3,059 subscribers, also 5,321 dependents, March 1, 1935. 
Associated Hospitals of Essex County, New Jersey, Newark, New Jersey. 
Organized January 1, 1933; 4,043 subscribers (dependents not enrolled), 
January 1, 1935. Hospital Care Association, Inc., Durham, North 
Carolina. Organized November, 1933; 4,989 subscribers (including 
2,746 dependents), January 1, 1935. Cleveland Hospital Service Asso- 
ciation, Cleveland, Ohio. Organized July, 1934; 7,400 subscribers 
(dependents not included), March 15, 1935. Baylor University Hos- 
pital, Dallas, Texas. Organized December, 1929; 10,549 members 
enrolled under “Subscriber Plan” and 1,147 contracts in effect under 
“Family Plan” with total dependents, 2,558, September 1, 1934. 
National Hospitalization System, Dallas, Texas. Organized January, 1931; 
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3,956 subscribers for Methodist Hospital (including 562 housewives), 
March 1, 1935; 1,804 subscribers for St. Paul’s Hospital (including house- 
wives), September 1, 1934. Hospital Service Association, Inc., Houston, 
Texas. Organized January 1, 1933; 5,897 subscribers (including about 
300 dependents), August 31, 1934. Hospital Service Association, San 
Antonio, Texas. Organized February, 1931; 5,518 employed subscribers, 
185 dependents, and 124 special children’s contracts, January 1, 1935. 
Hospital Service, Inc., Charleston, West Virginia. Organized May, 1933; 
4,768 subscribers (including 3,187 dependents), March 1, 1935. 


Patient Days per Member-Month or Member-Year 


How much hospital service does the average subscriber require during 
a month or year? The reply may be expressed in terms of patient-days 
related to the number of member-months or member-years of protection 
given to subscribers or their dependents. The average membership of 
employed subscribers or dependents during a given month equals the 
number of “member months” of protection offered by the plan. This 
may be determined accurately from the date of each membership. It 
may be estimated by dividing income from subscribers by the monthly 
subscription, or by using the mid-point between numbers of memberships 
at the beginning and the end of the month. The member-months during 
a year are calculated by adding those for each month. Member-years 
for subscribers or dependents may be calculated merely by dividing the 
member-months during a period by 12. 

The number of patient days per subscriber-year in seven group hos- 
pitalization plans during recent fiscal periods is shown below, alpha- 
betically by name of the state: New Orleans, Louisiana, .78 days; 
Newark, New Jersey, .66 days; Cleveland, Ohio, .55 days; Baylor, Dallas, 
Texas, 1.24 days; Methodist, Dallas, Texas, 1.10 days; Houston, Texas, 
1.16 days; San Antonio, Texas, 1.10 days; Charleston, West Virginia, 
.74 days. 

The variations in these ratios result from variations in the composi- 
tion of the groups, higher utilization being observed among (a) indi- 
viduals, as compared with groups of employees, (4) women subscribers, 
as compared with men, (c) dependents, as compared with employed 
members. These causes of variation will be discussed in later paragraphs. 

Mention should be made of the low utilization of bed-service by the 
19,000 employees of the Goodyear Tire and Rubber Company, who have 
for eight years conducted a group hospitalization plan for themselves. 
These subscribers have received slightly less than one-half day per 
subscriber-year, partly because of the favorable selection and predomi- 
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nance of male subscribers, and partly because certain diagnostic services 
are available to ambulatory cases. 


Number of Subscribers Hospitalized and Average Length of Stay 


Subscribers probably use the privilege of hospitalization more fre- 
quently than if they were not members of the plans. The admissions 
include a large number of short stays for relatively minor illnesses, with 
an average “length of stay” which is shorter than for most hospital 
patients. Among the Baylor Hospital subscribers, 14.6% were hos- 
pitalized. From other plans with more than 2,000 employed subscribers, 
the following data have been obtained as to percentage of subscribers 
hospitalized annually: Newark, 7.5%; Cleveland, 8.0%; New Orleans, 
10.4%; Methodist, Dallas, 11.3%; San Antonio, 12.5%; Houston, 12%; 
Charleston, West Virginia, 14%; etc. The percentages for Houston and 
Charleston include groups of both employed subscribers and dependents 
with similar benefits. 

The average lengths of stay for subscribers hospitalized in several 
plans are as follows: Charleston, West Virginia, 5.3 days; Cleveland, 
6.8 days; New Orleans, 7.1 days; Baylor, Dallas, 8.3 days; San Antonio, 
8.7 days; Houston, 9.1 days; Newark, New Jersey, 9.7 days; Methodist, 
Dallas, 9.7 days. Data from smaller plans indicate similar experiences 
with 10 days or less as the average length of stay. 


Hospitalization After Three Weeks 


How many subscribers require hospitalization for more than three 
weeks (the usual limit on hospital benefits in the various plans)? Ex- 
perience of the Baylor University Hospital indicates that only 4% of 
the 1,356 hospitalized subscribers—57 in number—received hospitaliza- 
tion beyond three weeks. These patients stayed an average of 10 
additional days beyond the three weeks. A total of 95 patients, includ- 
ing the §7, stayed 21 days or longer. At Baylor University Hospital, 
§7% of the cases were discharged within one week, 72% within two 
weeks, and 96% within three weeks from time of admission. 


Of the 11,307 days of care to Baylor subscribers, 22% were provided 
during the first week, 32% during the second week, 41% during the 
third week, and 5% after three weeks of service. 


An even smaller percentage of patient-days after three weeks prevailed 
among various other group hospitalization plans. Among the employed 
subscribers to the Methodist Hospital plan, Dallas, Texas, the ratio was 
less than 1% for both admissions and patient-days. Other data as to 
proportion of patient-days rendered after 21 days reveal the following: 
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New Orleans, less than 1%; Newark, 8%; Houston (one hospital), 
11%; San Antonio, 7%. The time limit for the Houston and San 
Antonio plans is 18, 21, and 24 days, respectively, for successive years 
of membership. The data for the Houston plan apply to the first year 
and one-half. 

Statistics are inadequate to reveal whether the “time limit’ interferes 
with adequate hospital care to subscribers. Certainly, it does not inter- 
fere with the 90% or more who stay less than 21 days. Whether the 
patients discharged on the twenty-first day, or those remaining short 
periods thereafter, would have profited by longer hospitalization cannot 
be determined from these data. 

The question arises: Would it not be desirable to remove the ‘time 
limit,” inasmuch as less than 10% of the service is rendered after that 
period? No. An indefinite time limit creates misunderstandings with 
regard to chronic cases. If the time limit were to be removed, economic 
soundness would require that subscribers make partial payment for each 
day’s care, even during the first three weeks. In the writer’s judgment, 
a greater number of subscribers are benefited by “full coverage” for a 
short period, than by “partial coverage” for a long period. 


Average Size of Subscriber Groups 


The Baylor University Hospital reported on September 1, 1934 the 
enrollment of 379 employed groups with a total of 10,549 subscribers, 
or an average of 30 per group. The number ranged from three to more 
than 1,000 per group with 135 groups having less than 10 members, 
and 20 groups more than 100 members each. The largest group, on 
September 1, 1934, included 1,039 teachers, who were, of course, 
employed in a number of different schools. Among the groups of 
more than 100 were employees of a bank, a newspaper, a light and power 
company, a petroleum refinery, a chain store, the Baylor hospital, the 
county medical society, firemen, police, the city of Dallas, department 
stores, chain grocery store, the telephone company, a life insurance 
company. 

The New Orleans pian reports 345 groups with an average of 17 
members, the largest single group being 238 department store employees. 
Among school teachers, there were 650 subscribers in various schools, 
and 340 employees from the various divisions of the Southern Bell 
Telephone Company. In St. Paul, 121 subscriber groups included 2,029 
subscribers on October 1, 1934, an average of eight members. 

Up to date there have been no large groups of 1,000 or more employees 
who have joined as a single subscribing unit. This is due in part to 
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the fact that large plants usually have a substantial proportion of low 
wage workers with irregular employment, accustomed to free hospitaliza- 
tion for acute illness. The privileges of group hospitalization have 
appealed most strongly to salaried employees. 


Experience with Various Employed Groups 


Among employed groups, certain characteristics make them “bad 
risks” for the benefit of group hospitalization. The first appears when 
only a small proportion of the eligible employees subscribe; for employees 
most likely to receive hospitalization are most interested in enrolling. 
This tendency can be offset by requiring a certain proportion of eligible 
employees to subscribe at the initial opportunity, and by permitting 
additiunal employees to join the subscribing groups only at regular 
intervals, such as every three months. 

More serious is irregularity of employment, for subscribers in groups 
with a high employment “turnover” tend to use the benefits as much as 
possible, especially for ‘elective’ operations. This was the case with a 
large group of department store employees enrolled in the Baylor plan. 
In this store, 30% of the men and 45% of the women were replaced 
within a 12-month period. From an average enrollment of 380 sub- 
scribers during a year, there were 68 hospital admissions and 715 patient 
days of care. 

Large groups, merely by virtue of their size, are neither better nor 
worse than small ones with respect to the amount of care received. 
Among 135 small groups of less than 10 subscribers in 1934 to the 
Baylor plan, 69 groups had no subscribers hospitalized. Only 28 groups 
of the 135 could be classified as jeopardizing the success of the group 
hospitalization plan. 


Individual Subscribers Are Bad Risks 

A few group hospitalization plans have permitted the enrollment of 
individual subscribers, that is, self-employed persons or those subscribing 
separately from their place of employment. Experience indicates that 
individual subscribers are “bad risks” as to amount of care required, 
expense of solicitation, and probability of cancellation. A group of 
individual contract holders in Houston required hospitalization valued at 
more than $11 per year per subscriber, as compared with $4.50 per 
subscriber for members enrolled in groups even though the individual 
subscribers were required to pay annually, in advance, for their pro- 
tection. 
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This experience is confirmed by Hospital Service, Inc. of Charleston, 
West Virginia. At Charleston, the holders of individual contracts 
received 1.40 days per year, as compared with scarcely two-thirds days 
per person among the “group” contracts. Likewise in Newark, New 
Jersey, the self-constituted groups of individuals required 1.2 days per 
subscriber as compared with .49 days for those enrolled through place of 
employment. 

Malingering is greatly reduced whenever subscriptions are “company 
handled,” whether through a payroll deduction or responsible employees’ 
associations. On the other hand, where an employee merely takes the 
responsibility for collecting monthly subscriptions from his co-workers, 
there are numerous delinquencies among subscribers who have received 
no care, as well as cancellations among those who have been hospitalized. 
The advantages of company handling are so clear that the Baylor 
Hospital is raising the annual rates to the groups not using this pro- 
cedure. 

Individuals can be enrolled successfully only when they are required 
to submit to physician’s examination before enrollment, or long “waiting 
periods” after enrollment to avoid deliberate abuse of the privileges. 
The first procedure is expensive, the second limits the protection for 
those individuals enrolling for coverage in good faith. If adverse selec- 
tion is to be minimized, employed persons must be required in some 
manner to enroll in groups. 


Hospital Employees Not Suitable for City-Wide Plans 


Many hospitals have given free care or substantial discounts to their 
own employees. It is important that hospital employees keep in robust 
health when serving patients. These facts, coupled with the convenience 
of using the service, cause hospital employees to require and demand 
more hospital care than other employees. During 1934, the Baylor 
employees, with an average membership of 212, required 582 patient 
days of care for 106 of their number. The $1,270 received from these 
employees as subscribers was considerably less than the cost of serving 
them, but was undoubtedly more than these people would have paid as 
patients from their private resources. 

Participating hospitals might well collect subscriptions from their 
own employees and assume direct responsibility for hospitalization, rather 
than enroll their employees in city-wide group hospitalization plans. This 
rule applies to other professional and occupational groups accustomed to 
special courtesies or discounts for hospital service, particularly private 
duty nurses, physicians, and members of religious orders. 
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Women Receive More Hospitalization Than Men 


The experiences among all groups indicate a higher degree of utiliza- 
tion among women, even when circumstances are otherwise identical as 
to average salary, regularity of employment, and age of subscribers. As 
illustrative of this fact, the experiences of the Baylor and Methodist 
hospitals, Dallas, and the Houston plan may be cited. Among these 
groups, the average number of patient-days per subscriber-year was 
1.24, 1.10, and 1.16, respectively. For men, the ratios were .80, .80, 
and .76 days, respectively. For women, the ratios were 1.5, 1.4, and 1.6 
days, respectively. In the Houston data, which were estimated from 
tabulation of a number of groups only, the relatively higher rate results 
from the inclusion of a number of dependent non-employed women, 
who receive a greater amount of hospitalization than employed women. 
The figures shown above include a number of admissions for maternity 
service, which were not included for full coverage under the subscribers’ 
contracts. 

The higher degree of utilization among women appears to result from 
services received for maternity and gynecological service. An analysis 
of a number of subscriber groups in the Baylor plan indicated approxi- 
mately 50% more utilization among women than men, due to gyneco- 
logical conditions, exclusive of pregnancy at the time of hospitalization. 
Much of the hospitalization for gynecological service is of the elective 
type. 

Women dependents entitled to but one-fourth or one-third discounts 
require much less service than employed women. On the other hand, 
non-employed women dependents covered for the full costs of hos- 
pitalization have received such proportionately large amounts of care 
as to vitiate the principle of insurance. There appears to be no tendency 
for women to stay in the hospital for longer periods than men. The 
increased hospital service results rather from a large number of short 
stays which otherwise might not have been treated in hospitals. 


Dependents in Group Hospitalization Plans 


Benefits for subscribers’ dependents have been included by the follow- 
ing methods: (a) By automatically allowing each subscriber a one- 
fourth or one-third discount on services to dependent members of his 
family. This procedure is followed in New Orleans and St. Paul. 
(6) By permitting subscribers to enroll their families at a “flat rate,” 
such as $1 per month, entitling them to substantial discounts (75% or 
more) on all hospital bills. This is the Baylor family plan, which has 
been employed by several other single-hospital plans. (c) By enrolling 
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family members for full coverage, but at annual rates approximating 
those for employed subscribers, with a maximum total monthly rate, 
such as $4.50, regardless of size of family. Such procedure has been 
followed by the city-wide plans in Durham, North Carolina, and 
Charleston, West Virginia. It is also being introduced by the Asso- 
ciated Hospital of Essex County, Newark, New Jersey. 

Among groups offering dependents’ benefits, the number of depend- 
ents per subscriber was estimated or calculated as follows: St. Paul, 1.7; 
Baylor Hospital, 2.23; Charleston, West Virginia, 2.1; New Orleans, 
estimated at 3. 

The New Orleans plan of automatically granting a moderate discount 
to dependents has proved practicable during an experimental period. In 
New Orleans, dependents have used less than .4 days per dependent 
year, as compared with .78 days for the employed subscribers. The 
average length of stay was 5.8 days for dependents as compared with 
7.1 days for employed subscribers. Whether or not dependents of New 
Orleans subscribers received additional hospitalization under Government 
auspices is not known. The explanation of the proportionately low 
utilization may be merely that the automatic enrollment of dependents 
along with subscribers has avoided the “adverse selection” which results 
from voluntary enrollment of subscribers’ families through payment of 
a large additional fee. 

Subscribers to the Baylor plan may enroll dependents for $12 per 
year, regardless of number. The dependents receive without extra charge 
the services to which a subscriber is entitled, but must pay 50% of the 
rate for board and room service. 

During the first year after the family plan was introduced, 1,147 sub- 
scribers enrolled their families, with 2,558 dependents, an average of 
approximately 2.23 dependents per family contract. The average num- 
ber of subscriber contracts was 500 for the year as a whole, with a 
total of 1,117 dependent-years. There were 140 admissions for a total 
of 1,100 patient days or .98 patient-days per dependent-year. 

The revenue to the hospital for the average of 500 contracts was 
$6,000, resulting in average revenue of $5.46 per day for the services 
rendered to dependents. In addition, the hospital charged subscribers 
amounts equal to half the “room rates,” varying from $1.50 to $4.00 a 
day, according to type of accommodations occupied. 

In Charleston, West Virginia, and Durham, North Carolina, wives 
and children may be enrolled at rates somewhat lower than apply to 
employees, with a maximum of approximately $2.50 per month per 
family. The dependents in these communities have required propor- 
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tionately more service than the employed subscribers, partly because only 
a few employees enrolled their families, and partly because the depend- 
ents appeared to ‘“‘abuse” the privileges. 


The Superior California Hospital Association, the Methodist Hospital, 
Dallas, and the plans in Houston and San Antonio, all enroll dependents 
at the same or higher rates than subscribers. Only a portion of the 
subscribers have taken advantage of the privilege of enrolling their 
dependents in these communities. On the other hand, there appears to 
have been definite “adverse selection” among the dependents enrolled. 
In Houston and San Antonio, for example, the adult dependents required 
as much as two patient-days of service per dependent year of mem- 
bership. 

Two general propositions may be stated with regard to the dependents 
if they are to be included satisfactorily in a group hospitalization plan. 
First, the dependents should be enrolled automatically with the em- 
ployed subscribers, or through some device which brings a large propor- 
tion into the plan, thus avoiding “adverse selection.” Second, there 
should be some additional payment required by the subscriber when a 
dependent is hospitalized, otherwise dependents will use their privileges 
for elective hospitalization to a degree which invalidates the insurance 


feature of the plan. 


Reimbursement of Hospitals for Service 


There are various procedures for reimbursement of participating hos- 
pitals. In a single-hospital plan, the institution receives a stated amount 
per subscriber per month, such as 50 cents or 60 cents, for which it agrees 
to provide services to subscribers. The Baylor Hospital, which charges 50 
cents per month (except for certain groups at $8 a year), receives this 
amount into its treasury regardless of the amount of its service rendered 
to subscribers. Likewise, the Methodist Hospital in Dallas receives 50 
cents per month per employed subscriber eligible to care, an additional 
25 cents monthly being retained by a sales agency. Responsibility for 
admitting and serving patients rests with the hospital itself, and the 
receipts per patient-day vary inversely with the number of days’ care. 


City-wide hospital plans are handled in several ways. In San Antonio, 
for example, the plan is owned and operated as a private venture with 
the organizer collecting all subscriptions in his own behalf, and paying 
hospitals according to an agreed fee schedule. In Houston, a portion of 
the total receipts is retained by the promoting agency, and the remainder 
(50 cents or 60 cents per month per subscriber) is deposited in a “central 
fund” belonging to the participating hospitals, which are reimbursed for 
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services to subscribers. The payments to participating hospitals in Hous- 
ton are limited by the amount in the “central fund,” whereas the San 
Antonio plan involves direct responsibility of the promoting agency for 
payments to hospitals. 

The non-profit hospital service plans in Cleveland, Newark, New 
Orleans, St. Paul, and Washington, D. C. are operated as follows: The 
total subscriptions are collected on behalf of the association and a desig- 
nated portion deposited in a “hospital fund” for the reimbursement of 
hospitals. Participating hospitals are reimbursed at a “‘flat rate” ($4.50, 
$5, or $6 per day) for the services provided without extra charge to the 
subscriber. 

The responsibilities of the participating hospital are definitely outlined 
in their contract with the association. In some instances, as in Cleve- 
land and Newark, the participating hospitals agree to rely upon the 
“hospital fund” created by the association. In case of epidemics, the 
funds may not suffice to pay the full rate per day, in which case, the 
hospitals agree to accept lesser amounts until the fund is restored. Ail 
of the plans using this “flat rate” basis of remuneration have had suff- 
cient funds, thus far, to reimburse hospitals at “par” for services to 
subscribers. 

The four group hospitalization plans in Texas, for which statistical 
data were obtained, all reported an average of more than one patient- 
day of care for each subscriber-year. The annual subscription rates, 
however, sufficed to yield revenue to the participating hospitals, as fol- 
lows: Baylor, Dallas, $5.03; Methodist, Dallas, $5.69; Houston (one 
hospital), $5.81; San Antonio (one hospital), $5.81. None of these 
plans included x-ray service, for which additional charges were made to 
subscribers or their dependents. 

The reimbursement from a group hospitalization plan does not, of 
course, represent all receipts for services to subscribers. A hospital may 
collect additional fees for other services at discounts or regular fees for 
X-ray treatments, electrocardiograms, oxygen tents, room accommoda- 
tions other than provided in the agreement, or services rendered after 
a certain number of days’ stay. Very few of the hospitals from which 
data were secured were able to supply information as to cash collected 
for additional services to subscribers. As illustrations, however, it may 
be cited that one hospital in Houston which received $31,065 from the 
hospital fund for the care of 600 subscribers also collected $7,594 for 
extra services rendered to these patients, an average of $12.50 per ad- 
mission. A hospital in Dallas, Texas, received $26,295 from the fund 
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for services to 580 subscribers admitted for care. It also charged and 
received an additional $6,500 for services not covered by the agreements. 


The adequacy of payments to hospitals must be determined from the 
costs of services included in the contract, rather than the fee schedules 
for the services. In most instances, certain services normally included 
when calculated in the cost per day are excluded from services rendered 
to subscribers without extra charge. For example, one hospital with 
average receipts of $5.81 per day for services to subscribers reported a 
per capita cost of $7.20. Of this total, more than $1.75 consisted of 
allowances for interest and depreciation, and 35 cents for x-ray and other 
services not included in the contracts. The per capita costs of services 
to subscribers was approximately $5.20 as compared to receipts of $5.81. 
At another hospital, with revenue in excess of $5.00 per day for services 
to subscribers, the costs of these services were approximately $4.50 per 
day. 


Overhead Costs 


What is a proper percentage of allowance for the expenses of ad- 
ministration and promotion of group hospitalization plans? In the 
writer’s judgment, a group hospitalization plan may be administered 
and promoted at a cost not to exceed 15%. The ratio for the Baylor 
plan is estimated at not over 8%, and the Goodyear Employees’ Associa- 
tion has used less than 3% of the gross subscriptions for salaries and 
supplies. Of the total receipts, it should be possible for 85% of the sub- 
scriber payments to be available for the purchase of hospital care. ° 


The inexcusably high rates of 30%, 35%, and 45% in some plans 
have resulted from one or more of the following conditions: (a) A 
private promoter may have assumed risk for success or failure of the 
venture, with his inevitable, even reasonable, demand for an adequate 
return for his energy and investment; (b) the subscription rates may 
have been too high, prompted by a desire to make the first subscribers 
build up a reserve and carry the initial promotion costs; (c) the promo- 
tion by a private corporation organized for profit may have developed 
sales resistance among employers and employees, as well as interfered with 
free publicity in the press and public gatherings, and support by civic or 
social service groups. 

The working capital should be loaned or donated for promotion, ad- 
ministration, and initial payments to hospitals. The subscription rate 
should be introduced at a level which will suffice when the plan has 
reached a working volume. 
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Summary and Conclusions 


The existing group hospitalization plans appear to be economically 
sound from the point of view of adequate remuneration to hospitals. 
The recently established city-wide non-profit plans are growing more 
rapidly than single-hospital plans and those promoted by private agencies. 
A time-limit of 21 days suffices to care for 95% of the hospital admis- 
sions. Enrollment of individuals requires special safeguards to avoid 
abuse of the hospital privileges. Women subscribers receive proportion- 
ately more hospital service than men. Dependents can be enrolled sat- 
isfactorily if they subscribe in numbers and proportions which min- 
imize adverse selection. Annual subscription rates can be reduced if 
working capital is loaned or donated for promotion and administration 
and for initial payments to participating hospitals. 


Appendix: Data Describing Twelve Group 
Hospitalization Plans in Various Communities 
March, 1935 


Sacramento, California 


Superior California Hospital Association, Inc. Non-profit association, 
with employes on salary and commission. Loan from several participat- 
ing hospitals, now seven in number, in Sacramento and adjoining com- 
munities. Organized June 15, 1932. Available to employed groups and 
individuals with dependents. Annual rates: $12 per subscriber, same 
rate for dependents. Benefits: 21 days’ stay for complete service, in- 
cluding x-rays. No discounts after 21 days. One-year waiting period 
for tonsillectomies, herniotomies and obstetrical cases. 5856 subscribers 
(including 2896 dependents) March 1, 1935. 


New Orleans, Louisiana 


Hospital Service Association. Non-profit; loan from four participating 
hospitals; organized April, 1934; salaried staff for office management, 
contract with sales agency for sales; annual rate $9 for four to six- 
bed room, $12 for single rooms. Benefits: 21 days’ board and room, 
one-third discount thereafter; no charge for operating room, laboratory, 
drugs, dressings, general nursing; one-third discount on x-ray service 
and all other hospital care, including diagnostic procedures for private 
ambulatory cases referred by physicians. One-third discount to de- 
pendents of employed subscribers; 6105 employed subscribers, (also ap- 
proximately 15,000 dependents) March 1, 1935. 


St. Paul, Minnesota 


Hospital Service Association. Non-profit association with salaried em- 
ployees; loans from seven participating hospitals; organized August, 1933; 
annual rate, $9. Benefits: Board and room (three to six-bed room) 
21 days, operating room and anesthesia; general nursing, dressings, drugs. 
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Twenty-five per cent discount to subscriber for x-ray and other services. 
Fifty per cent discount to maternity cases of subscribers after 10 months. 
Twenty-five per cent discount to dependents for all hospital service re- 
quired up to 60 days. 3059 employed subscribers (also 5321 dependents) 
March 1, 1935. 


Newark, New Jersey 


Associated Hospitals of Essex County, Inc. Non-profit association 
with salaried employees; sponsored by Hospital Council of Essex County. 
Organized January 1, 1933; groups of employed subscribers only; annual 
subscription rate, $10; monthly, 85 cents. Benefits: 21 days’ room and 
board, semi-private accommodations; x-ray service, operating room and 
anesthesia; general nursing, laboratory, drugs, dressings. One-third dis- 
count on all other services, and on all services after 21 days; 4043 em- 
ployed subscribers, January 1, 1935. Benefits for subscribers’ dependents 
being introduced in April, 1935. 


Durham, North Carolina 


Hospital Care Association, Inc. Non-profit association, with employees 
on salaries and commission; loan from local philanthropist. Six participat- 
ing hospitals in Durham and Raleigh, N. C.; organized November, 1933, 
for employed groups and individuals with families. Annual rates adapted 
according to accommodations desired and character of subscribing groups. 
Typical annual rate: $10.20 per year for subscriber, $6 first depend- 
ent, $3.60 for additional dependents, with maximum family cost of 
$2.65 per month. Benefits: 30 days’ board and room (semi-private) 
for subscriber, 30 days aggregate for dependents, x-ray service, general 
nursing, operating room, delivery room, anesthesia, laboratory, drugs, 
dressings. 4987 subscribers (including 2746 dependents) July 1, 1934. 


Cleveland, Ohio 


Cleveland Hospital Service Association. Non-profit association, with 
salaried employees; loan from community chest; 14 participating hos- 
pitals. Annual rate, $7.20 for ward service, $9 for semi-private ac- 
commodations (2- or 3-bed room); dependents not included. Benefits: 
21 days’ care; one-third discount thereafter; no extra charge for operat- 
ing room, anesthesia; x-ray films or fluoroscopies; drugs, dressings, labora- 
tory service. 7400 employed subscribers, March 15, 1935. 


Dallas, Texas 


Baylor University Hospital. Single-hospital plan operated by Baylor 
University Hospital; organized December, 1929; promotion and man- 
agement directly by hospital. 

Subscriber Plan (groups of employed persons only): Annual rate, 
$6, except $8 for school teachers and nurses. Benefits: Board and room 
(in $5 private or semi-private accommodations) for 21 days and one- 
third discount thereafter; general nursing; operating room, anesthesia, 
drugs, dressings, laboratory; 50% discount on cardiographs and oxygen 
service and other services; 50% discount on maternity cases after one 
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year of membership. X-ray service is not included. 10,549 subscribers, 
September 1, 1934. Annual rates being raised for subscriber groups, 
with special reduction for “company handled” groups, and those with 
good actuarial experience. 

Family Plan: Open to employed subscribers already enrolled. Annual 
rate, $12 per year, regardless of number of dependents. This rate is in 
addition to the $6 or $8 paid by subscriber for service to himself. 
Benefits: without extra charge—operating room, anesthesia, general nurs- 
ing, medicines, laboratory, dressings. Fifty per cent discount on board 
and room, electrocardiograms, oxygen service, and other services. Fifty 
per cent discount for maternity cases after 10 months’ membership. 
1147 contracts September 1, 1934; total dependents, 2559. 


Dallas, Texas 


National Hospitalization System. Private corporation, organized for 
profit, acting as agent for the Methodist Hospital and the St. Paul’s Hos- 
pital. Organized January, 1931. Flat rate of 50 cents per month per sub- 
scriber, paid to hospital with which subscribers enroll. Plan open to 
employed groups or individuals, who may also enroll their dependents. 
Annual rate: $9 per year for subscribers, $9 for dependent wives. Bene- 
fits: 21 days’ board and room, (private accommodations) general nurs- 
ing, operating room, anesthesia, laboratory, medicines, dressings. One- 
third discount after 21 days and one-third discount on maternity service 
after nine months. 3956 subscribers for Methodist Hospital (including 
§62 housewives) March 1, 1935. 1804 subscribers for St. Paul’s Hos- 
pital (including housewives) September 1, 1934. 


Houston, Texas 


Hospital Service Association. Privately owned; organized January 1, 
1933; percentage of subscriptions placed in fund for payment of six 
participating hospitals; annual rates vary from $7.20 for certain classes 
to $15 for individual dependents. Most widely sold contract is $9 to 
employed subscribers in groups. Benefits: Board and room service (single 
room) for 18, 21, or 24 days according to years of membership, includ- 
ing general nursing, operating room, anesthesia, laboratory, drugs, dress- 
ings. X-ray service is not included. Individuals may enroll for similar 
benefits at $11 per year; dependents may enroll for $15 per year. 5897 
subscribers (including some dependents) August 31, 1934. 


San Antonio, Texas 


Hospital Service Association. Privately owned, association guarantees 
payments to six hospitals according to fee schedule; organized February, 
1931; annual rates, $9 for 100% groups, $10.30 for others. Depend- 
ents, $15 per year. Benefits: Board and room (single room) for 18, 21, 
or 24 days according to years of membership including operating room, 
general nursing, anesthesia, laboratory, drugs, dressings, (x-ray service 
not included). Discount of 25% after contract limit. 5518 employed 
subscribers, 185 dependents, and 124 special children’s contracts, Janu- 
ary 1, 1935. 
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Washington, D. C. 


Group Hospitalization, Inc. Non-profit association with salaried em- 
ployees. Loan from Community Chest. Nine participating hospitals; 
organized July, 1934. Annual rate: $9 per year, to employed groups 
only. Benefits: 21 days’ board and room service, (semi-private accom- 
modations), general nursing, operating room, anesthesia, laboratory, 
medicines, dressings. Ten per cent discount after 21 days. X-ray service 
not included. Maternity cases accepted (with delivery room and nurs- 
ing service) at no extra charge, after 10 months. 


Charleston, West Virginia. 


Hospital Service, Inc. Non-profit association, employees on salary and 
commission. Loan fund from eight participating hospitals. Organized 
May, 1933. For employed groups and employed individuals with families. 
Annual rates: $12 per subscriber (plus $1 enrollment fee in groups, 
and $2 for individuals). First dependent at $4.80, others at $3 with 
maximum of $2.40 per month per family. Benefits: 42 days’ board 
and room, (ward accommodations), general nursing, x-ray films, operat- 
ing room, anesthesia, drugs, laboratory, dressings. These benefits apply 
to both subscribers and dependents. Waiting period of six months for 
tonsillectomies and diseases or ailments peculiar to women. 4768 sub- 
scribers, including 3187 dependents, March 1, 1935. 





of 


Is Your Council Listed with the 
Division on Hospital Councils? 


HE Division on Hospital Councils of the Council on Community 

Relations and Administrative Practice has recently addressed let- 

ters to all the known Councils in the country requesting informa- 
tion relative to new developments since the study over a year ago, a re- 
port of which' was made at the Philadelphia meeting of the American 
Hospital Association and is now available in reprint form. 


There may be in existence Councils or similar organizations not known 
to the Division, and a request is made that all organizations which have 
not heard recently from the Division please communicate with the chair- 
man, Mrs. Mary Hicks Bachmeyer, at 18 East Division Street, Chicago. 


1Trans, Am. Hosp. Assn. 36: 542-555, 1934. 
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Hiss fMarie Louis 
Passes On 


Hiss Marie Louis, one of the vice-presidents of the American 
Hospital Association, past-president of the Mew Jersey 
Hospital Association, and former secretary of the New Jersey 
State League of Nursing Education, died in Plainfield, New 
Jersey on Thursday, March 28. 


Miss Louis, one of the leaders in the hospital and nursing field, 
has been superintendent of the Mublenberg Hospital, Plainfield, 
since 1920. Hhe has rendered a wonderful service not onlp to 
the profession of nursing, but to hospital administration. 


During the War, Miss Louis served in the armp nursing corps 
as chief nurse of Letterman General Hospital, San Francisco, 
and prepared for serbice in our hospitals at home and abroad a 
large number of our War nurses. 


She bas been a leader in nursing thought, and her counsel and 
adbice habe frequently been sought when problems of national 
importance habe been up for consideration. 


A woman of rare charm, kindly and considerate of those associated 
with her, courteous in all ber relations with patient and public, 
lopal in her friendships, she bas lived a life of constantly widen- 
ing usefulness. Sew women have been more highly regarded 
ov habe had a career distinguished with such marked success. 


The President of the Board of Trustees and the members of 
the American Hospital Association join with her manp friends 
and with Mublenberg Hospital in mourning her passing. 


I eee 
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The Importance of Efficient 
Hospital Administration 


J. DEWEY LUTES 
Director-General, American College of Hospital Administrators 


NDUSTRY!—without room for argument, the fastest - moving, 
largest growing enterprise in this country in the past two decades 
has not achieved this leadership by accident. Several reasons have 

contributed to the phenomenal growth and attainment of Industrial 
America but none is more outstanding than the fact that “Efficient 
Management” became an early recognition of industrial leaders. Men 
of vision argue that the man who has a thorough knowledge and under- 
standing of their particular line of business from the ground up, and 
inside out, is the right man to promote their business and safeguard their 
interests and they have always acted on the belief that this type of man 
is cheap at any price. Industrial history proves the soundness of their 
reasoning. These efficient managers keep their fingers on the public 
pulse. They are men of ideas with the courage of their convictions— 
not stereotyped robots. They realize that with the ever-changing times 
and procedures in every line of business the necessity to advance is per- 
sistent and constant—they dare not rest on their laurels but with every 
legitimate force at their command must press forward. Industrial ex- 
perience has proved beyond question that it takes money—vast sums of 
money—to teach the public what it must know concerning a commodity, 
if that commodity is to serve mankind to its fullest possibilities. In- 
dustry long since recognized the fact that the time will never come when 
constant research for new and better methods dare be neglected. The pur- 
pose of all effort, in its final sense, is to make life safer, healthier, and 
happier for human beings—to lighten the load and brighten the road 
and leave more time and freedom from harrowing care in order that 
potentially great minds or talents may come into their own and not be 
smothered in the struggle to subsist. Industrial leaders know that their 
achievement is nil unless the understanding and good-will of the public 
are secured, and in this triple role of economy within the plant, enlight- 
ened good-will without the plant, and a maximum of service rendered, the 
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executive manager forms the correlating link and furnishes the dynamic 
force whereby the machinery is set in motion. This is a vital point in 
the set-up of the whole and most assuredly will determine the success 
of the enterprise. Small wonder, then, that big business or industry sets 
such store by efficient management. Small wonder that they count the 
high priced man the cheapest. They call for brain, not brawn—ambition, 
not apathy—courage, not cowardice—leadership, not subservience— 
knowledge, not guesswork—aggression, not evasion—courtesy and dis- 
crimination, not disregard and indiscretion—and when they find a man 
of this stature there is no quibbling over the question of his worth. Their 
attitude is not “can we afford him” but rather, “can we afford to be 
without him”—and this is one of the big reasons for America’s 
phenomenal industrial achievement. 


Now let us look at our problem—efficient hospital administration— 
with the searchlight of industrial experience turned upon it. We find 
that hospital administration is just as surely a business enterprise as any 
industry in the country. Every tactic and characteristic that we have 
approved for industry is applicable to hospital administration—and more 
besides. Far from being a lesser pursuit we find that hospital adminis- 
tration calls for a finesse of leadership unrivalled in any other field of en- 
deavor. By a peculiar chain of circumstances forged out of the very 
nature of hospital service we find our commodity to be a unique pro- 
fessional service and our patrons physically abnormal humanity. In the 
light of these facts it immediately becomes apparent that the hospital 
has a greater responsibility toward the public than has any other busi- 
ness. We are not offering a commodity that people plan for and choose 
to come and get—something that can be wrapped or packed and carried 
forth outright, but rather, something that they must perforce take at the 
hands of many—over a period of days or weeks under the duress of ill- 
ness or accident—whether the family budget balances or no. Our patrons 
enter low in mind and morale—with many misgivings. They are often 
flanked by anxious, querulous relatives. Immediately the pressing need 
for tact, diplomacy, humanity, self-sacrifice, on the part of attendants 
becomes apparent. A dual trust to educate the public is ours. The 
public must be made to comprehend the important place the hospital 
occupies in the community in order that the hospital may receive the 
support of the community and to safeguard their own health and welfare 
they must be taught that the modern hospital is not a pest-house—a place 
of last resort—but rather a center disseminating life—giving knowledge, 
where for a reasonable fee, under the direction of their physician, they 
may avail themselves of the latest in scientific costly equipment designed 
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to promote and preserve that most precious asset—health. Another 
unequal problem arises out of the fact that hospital overhead is high and 
hospital income is uncertain and of broad fluctuations. 


Hospital administration involves a working knowledge of many things 
besides best business practices. Medical ethics must never be violated and 
in hospital administration almost every problem has a medical side as 
well as an economic side. The administrator must never lose sight of the 
fact that the hospital was built to guard the patients’ well-being. He 
must have a working knowledge of law. He must know his community 
and enter into its social life in a way that will keep his institution before 
the public eye. He must be architecturally minded. He must know the 
latest in equipment and its precedence over old methods employed. In 
short, he must be broad—of sound reasoning, good judgment, and wide 
tolerance. 


Considering this picture of hospital administration in the light of in- 
dustrial administration it is not difficult to see why hospital progress 
knows nothing of the phenomenal success of industrial progress—(even 
allowing for the fact that there must ever be a certain discrepancy be- 
tween the two). Hospital administrators in the past have not always 
been chosen for their knowledge and sagacity in hospital management. 
They have been taken from every walk of life for every form of reason 
other than hospital leadership—and all too often the cheapest man wins. 
Hospital history has suffered greatly from this unfortunate practice. 
The waste within and the effect without would have paid able men and 
women a substantial return and hospitals would have progressed far be- 
yond their present general status—improved as it is over earlier days. 


Hospital trustees in the main have not accepted the responsibility of 
their trusteeship in the same spirit which they bring to the boards of 
industrial trusteeship, although their trust is greater, for no product is 
more precious than human life and happiness and competence—no trust 
so great as the trust reposed in a benefactor to our fellow-men. If the 
industrial trusteeship provides for the material, hospital trusteeship surely 
provides for the spiritual and it is written that “man cannot live by 
bread alone.” Hospital trusteeships are not given for social prestige. 
They are conferred in the solemn belief that the strength and success 
of one fine man will cover the weakness and failure of many—and when- 
ever a hospital trustee fulfils his trust, such is the happy result. It is 
my personal belief that the inadequacy of hospital administrators is largely 
responsible for the frank failure of the average hospital trustee to fulfil 
the full measure of his trust. Hospital trustees are chosen for their suc- 
cess and integrity in their own line of business, whatever that business 
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may be. They are placed on the board of an enterprise requiring, as we 
have seen, the same business acumen and sagacity required by their own 
business—but here the likeness ceases. Hospital trustees must be edu- 
cated in hospital problems. Their viewpoint must be guided into the 
correct focus. It becomes the administrator’s duty to do the teaching 
and guiding, in addition to an earnest effort on the part of the trustee to 
glean and assimilate hospital knowledge. To a long list of failures on the 
part of an uninformed, inadequate administrator we may add this grave 
charge, i.e., his failure to teach the trustees. Oftentimes he has the 
subservient, cringing attitude at heart and, holding a totally wrong and 
unworthy viewpoint of the public-spirited men who form the guardians 
of his institution, he is led in a direction that is contraindicated and 
actually detrimental to the welfare of the hospital, rather than intel- 
ligently and forcefully standing up for his convictions. 

The administrator must assume the rOle of technical adviser to the 
board. He should be an authority on what changes are applicable and 
desirable. There will be the closest harmony between the board of trus- 
tees and the administrator if each man is of the right caliber to carry 
the momentous trust within his care. Each will interact to strengthen 
and support the whole. They will heed one another’s superior knowl- 
edge in this instance or that and leave quibbling and wilful misunder- 
standings to a less worthy cause and smaller minds. 

The hospital educated trustee will see at a glance that the type of 
man fitted to be an administrator is worthy of a salary commensurate 
with the breadth of his experience and vast range of his duties. To these 
enlightened men the policy of economy will never begin by placing the 
cheapest man in office. With the eradication of this ill-devised practice 
hospital progress will receive a real stimulus. 

Industry long ago discarded the so-called efficiency expert. Yet, the 
trustees of a large eastern hospital, whose administrator resigned, re- 
cently appointed an efficiency expert, at $2,500 a year, who had had no 
previous hospital experience. This man is to take charge of a two-mil- 
lion dollar investment! Such an investment warrants a $12,000 a year 
administrator. Unquestionably this is an error. 

This state of affairs has prevailed all too long in the hospital field. 
The pressing cry for years has been for an organization of hospital ad- 
ministrators to set up standards; to tear down abuses; to rip the mask 
from inadequacy; to co-operate with the medical staff in a greater degree 
of proficiency; to elevate hospital administration to its deservedly high 
status in the professional world, that the public health and public funds 
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may be better safeguarded; and to place the hospital in its deservedly 
high role as guardian of the community’s health and happiness. 

The American College of Hospital Administrators is the modern 
answer to this pressing need. The College is destined to a great future. 
Individually, throughout this vast land, capable administrators have long 
lamented conditions extant in the administrative field. We are hearing 
from these men every day—letters testifying to their appreciation of 
the need and work for the American College of Hospital Administrators. 
These letters are heartening. The response is gratifying. The work is 
there to be done. The College is open to every man and woman who 
can meet the requirements set forth in the Constitution and By-Laws. 
We invite and need your co-operation, your courage, and your vision. 
A survey of the administrative field and a report on Job Analysis of the 
hospital administrator are now being made by committees appointed by 
the College. These reports will be enlightening and comprehensive. 
We are neither duplicating nor supplementing the work of any organiza- 
tion now in existence save insofar as all hospital work is of necessity 
interrelated. The College is gathering momentum. It is destined to move 
forward as rapidly as is compatible with wisdom, caution, and 
permanency of attainment, and to her high ideals and forward-looking 
program we pledge our faith and our support. 





The New Officers of the 
Hospital Exhibitors’ Association 


The Hospital Exhibitors’ Association has elected the following officers, 
who will constitute the Executive Committee of the Association for the 
ensuing year: President, Fred J. Wilson, Wilson Rubber Co., Canton, 
Ohio;. vice-president, secretary and treasurer, Logan M. Eldredge, Ad. 
Seidel & Sons, Chicago; trustees, Edward Johnson, Meinecke & Co., New 
York, and T. J. Rudesill, Scanlan-Morris Co., Madison, Wisconsin; and 
directors, Lawrence Davis, Lewis Mfg. Co., Walpole, Massachusetts; F. L. 
Marvin, Becton, Dickinson & Co., Rutherford, New Jersey; Wallace M. 
Morton, Columbia Feather Co., Chicago; and C. C. Wantz, General 
Electric X-ray Co., Chicago. 
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Post-intravenous Reactions 


A Simple and Economical Technique for Their 
Avoidance Based upon a Study of 1660 Phleboclyses 


JOSEPH FELSEN, M.D. 


Director of Laboratories and Research, 
The Bronx Hospital, New York, N. Y. 


HE LITERATURE On post-intravenous reactions contains many con- 

flicting views as to their etiology and various more or less complex 

methods are advocated for their elimination. We shall attempt to 
evaluate some of these theories regarding post-intravenous reactions in 
the light of our own experience and to offer some practical suggestions 
for their avoidance. 

The present investigation was initiated because of a number of unex- 
plained chills following the administration of solutions by the intravenous 
route. The importance of this problem in modern hospitals can readily 
be understood, since these undesirable reactions generally involve patients 
who are in a precarious physical condition. 

In the course of our studies the individual factors involved in the 
technique of the preparation and administration of solutions were in- 
vestigated. We finally traced the chills to an impure salt. Because of 
this unusual finding and due to our inability to ascertain the exact nature 
of the impurity, we corresponded with a number of large chemical firms 
and chemists connected with departments of health and universities with- 
out reaching any definite conclusions. In our tests, however, we repro- 
duced the chills in each of two test rabbits, using 6 c.c. of 0.85% saline 
in freshly distilled and sterilized water injected into the marginal ear 
vein. Six c.c. of 5% glucose prepared from the same distillate and steril- 
ized at the same time as the saline did not cause any reaction after in- 
jection into the marginal ear vein of each of two other rabbits. Both 
of these tests were repeated with the same results. A 10 c.c. syringe 
and needle were used for the injections. That it is possible for impurities 
to get into salt is suggested by the careless manner in which the loose 
product is dispensed in paper bags from some hospital pharmacies. More- 
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over, we took the liberty last summer to return to one of our large 
saline tablet manufacturers, together with the lot number, a tablet in 
the center of which a long black hair was neatly embedded. We have 
occasionally detected black specks of foreign material in saline tablets. 

We shall briefly outline the system used in our investigations and 
follow this by a detailed description of the procedure which has proved 
reaction free, except for two cases definitely shown to be due to a break 
in the established technique. Our conclusions are based upon an experi- 
ence of 18 months, involving 720 patients, 1,660 phleboclyses, and a 
total quantity of 1,264,038 c.c. of solution. 

Record system.—In order to centralize responsibility the nurse’ in 
charge of the preparation room personally supervised or actually carried 
out all recording, washing of glassware, preparation of solutions, and 


Table 1 


NUMBER OF PHLEBOCLYSES, SOLUTIONS USED, AND TOTAL 
QUANTITIES (720 PATIENTS) 





No. of 

Phleboclyses Solution Quantity c.c. 

762 Saline-dextrose 5% 992,465 

229 Saline-dextrose 10% 189,730 

489 Dextrose 50% 24,158 

83 Dextrose 25% 6,625 

6 Saline-dextrose 214% 6,000 

41 Normal Saline 33,850 

3 Saline 2% 750 

44 Saline 3% 10,010 
3 Saline 5% 450 - 

Totals 1,660 1,264,038 


sterilization. Each time a request for a phleboclysis outfit was received 
an index card was made out bearing the name of the patient, date, ward, 
and type of solution supplied. During the 24-hour follow-up period, the 
supplementary data were entered, viz., quantity of solution used, the time 
the infusion was started and terminated, and the name of the physician 
administering it. If any reaction occurred, the temperature, pulse, and 
respiration curves were noted and the clinical aspects investigated at once. 
In this way we were able to rule out irrelevant data such as a few in- 
stances in which chills had preceded the clyses and were due to septicemia, 
thrombophlebitis, or multiple abscesses of the liver. The centralized con- 
trol of everything pertaining to phleboclysis was necessary for the suc- 
cessful conduct of this investigation. 


1J wish to acknowledge the valuable assistance of Miss M. A. Shaud in the 
preparation of solutions, recording of cards and follow-up data. 
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The relative frequency and amounts of the various solutions used may 
be seen in Table 1. Fifty per cent dextrose (glucose) was administered 
by syringe. It will be noted that the bulk of fluid was 5°% dextrose 
in normal saline, but also there was a wide variety of strengths 
in both the dextrose and saline groups. No attempt was made to regulate 
the type of solution asked for and our series therefore includes every fluid 
ordinarily used in phleboclysis. Our patients represented a fair cross-sec- 
tion of hospital population in an institution with a very active medical 
and surgical service. During the entire period of 18 months there oc- 
curred only two post-phleboclysis reactions, which we traced definitely to 
laxity in cleaning out the still. This break in technique was promptly 
corrected and its repetition guarded against by having the engineer date 
tag the still immediately after each monthly cleaning. 

There appears to be no significance, within reasonable limits, to the 
rate of speed of administration. In our series the rate varied from less 
than 1 c.c. to 33 c.c. per minute. One hundred and twenty-one out of 
827 clyses were administered at an average speed of 5 c.c. per minute; 
two were given at a rate of 33 c.c. per minute, each totalling 500 c.c.; 
two clyses, each 11,000 c.c., were given at rates of 9 and 19 c.c. per 
minute, respectively; one clysis of 23,000 c.c. was run at an average rate 
of 2 c.c. per minute. Some of these patients had impairment of liver 
function, as indicated by clinical and laboratory tests (cholesterol- 
cholesterol ester ratio, galactose tolerance test, Van den Bergh, icteric 
index, clot retraction time). This observation is interesting in view of 
Hirshfeld’s theory of speed shock. Although there may be definite 
clinical indications for slow phleboclysis in certain cases, it appears quite 
certain that high rates of administration had no discernible deleterious 
effect on any of our patients. Rademaker goes so far as to state that 
non-pyrogenic solutions may be administered at the rate of 1,000 c.c. 
in 10 minutes without causing any reaction. Keith has used a rate of 
flow of 30 to 40 c.c. per minute. One must bear in mind, however, the 
purpose for which the phleboclysis is being given. If there has been 
a large, sudden, and rapid depletion of body fluids, their quick replace- 
ment can hardly do harm. On the other hand, if the object is to secure 
absorption of as much dextrose as possible, excessive speed has little ad- 
vantage in view of the investigations of Wilder and Sansum who showed 
that dextrose can only be utilized at a rate of 0.8 gm. per kilo of body 
weight per hour. In the last analysis, therefore, for the average patient, 
there is perhaps no better routine than that of Matas, who advocates 40 
to 60 drops per minute with temporary increase to 150 drops or con- 
tinuous flow where indicated. 
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The temperature of the solution at the needle may vary within wide 
limits, 90 to 110 degrees Fahrenheit without causing any reaction. Only 
reasonably close figures to 98.6 degrees Fahrenheit are necessary in any 
case, as the factors governing body temperature, even in very sick 
patients, are apparently unaffected by non-pyrogenic fluids given into 
the vein within the limits stated. We have attempted to accomplish this 
by means of a simple fool-proof glass or silver coil which is interposed 
in the last foot of tubing so that the fluid may be heated just before 
entering the vein. This may be effected by means of a hot water bag 





Tue Set-Up For PHLEBOCLYSIS 


or thermostatically controlled rubberized electric pad. The latter must 
be protected against wetting from the drops of fluid which sometimes 
seep back along the tubing. The electric wires are rubber, not silk- 
sheathed. The coil exposes a rather large surface to the heating element 
and, being flat, rests snugly on the bed near the patient’s arm. A similar 
but more elaborate heat control is that of Duchesne, whose T-shaped 
electric heating pad covers both the reservoir and tubing. 

Care should be taken to use only a fine quality pure gum rubber tubing 
for phleboclysis. The cheaper grades often contain free sulphur and may 
cause reactions, particularly when new. We have found the B-D intrave- 
nous tubing quite satisfactory. It should be remembered, however, that 
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no rubber can withstand repeated boiling or autoclaving indefinitely. At 
the first sign of disintegration, new tubing should be substituted. 


The question of distilled water and reaction-inducing pyrogens is an 
important one. We use only singly distilled water made in a Barnstead 
still of two gallon capacity, but we take the simple precaution of clean- 


PHOTOGRAPH 
SHOWING 
LOCATION OF 
STiLL. EN 
SMALL Room 
CONTAINING 
AUTOCLAVES, 
THE STEAM 
SUPPLYING 
THE STILL BE- 
ING TAKEN 
FROM THE 
SuppLy LINE 
OF THE AUTO- 
CLAVE 





ing the still thoroughly once a month. This is not an undesirable feature 
of our technique as every still used for phleboclysis work should be 
cleaned frequently whether it be a single machine or a battery of three 
as some advocate for triply distilled water. The cleaning is done by our 
hospital engineer after which the still is run for a minimum of five hours 
and the distillate discarded. This is not as wasteful as one might assume 
at first glance as with a live steam pressure of 20 to 40 pounds at the still 
the cost is only 14 cent per gallon or approximately 2'4 cents for the 
five hours. The illustration shows the arrangement devised by Engineer 
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Turney, who has the still connected to the steam line supplying the two 
large preparation room autoclaves. These are located in a small room 
adjoining the preparation room into which the doors of the autoclave 
open. Only distilled water is made here and there is almost complete 
freedom from dust. We prefer the monthly cleaning process and do not 
depend upon extra high baffled evaporator and drain devices, supple- 
mentary baffle plates, or spray traps. Where local water conditions war- 
rant, these devices may be used to overcome scale formation, foaming, 





TaBLE SHOWING MatTeriats UsED IN PutTTING Up SOLUTIONS (FOR 
PHLEBOCLYsIS) JUST BEFORE STERILIZATION 


priming or entrainment, and contamination of the distillate. In his in- 
teresting work on pyrogenic substances Rademaker states that saline solu- 
tions with a hydrogen ion concentration greater than pH 7.05 are apt 
to contain reaction-inducing pyrogens. Seibert refers to the toxic prod- 
ucts of river bacteria, groups X and XI. We have avoided both changes 
in pH concentration as well as secondary bacterial contamination by 
sterilizing our freshly distilled water, usually within one-half hour after 
preparation. In summary, I might state that we use singly distilled 
water, freshly prepared, made into glucose or saline solutions and steril- 
ized at once. 

As to glassware, for collecting the primary distillate we use an ordinary 
§-gallon common glass bottle. From it we siphon off the water used for 
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preparing the dextrose and saline solutions. Our pyrex flasks are first 
washed well with green soap and water, rinsed with tap water, then 
0.5% hydrochloric acid, again with tap water and finally in three changes 
of distilled water. This is usually done while the still is running so that 
as soon as the flasks are on the drain board no time is lost in making up 
solutions, which are then promptly sterilized at 18 pounds for 20 minutes. 
The flasks are covered with three layers of glassene paper and one square 
of muslin. The simplicity of our preparation-distillation procedure is 
time-saving so that we frequently put up two batches per day when 
the demand is heavy, without inconvenience. No solution which is 
given to a patient is older than 24 hours. We, therefore, supplement our 
previous statement. We use singly distilled water, freshly prepared, made 
into glucose or saline solution, sterilized at once and never used after 24 
hours. Our dextrose is Pfanstiehl d-rotary dextrose and sodium chloride, 
the Parke, Davis tablets. We feel quite confident, however, that other 
preparations of similar purity from reliable chemical houses will be as 
satisfactory. The dextrose is purchased in 50-pound drums for economy 
and dispensed in a small 2-pound container as required. It costs us ap- 
proximately 11/2, cents to put up 50 c.c. of a high grade 50% dextrose. 
This compares very favorably with approximately 20 cents per ampule, 
which we paid previously. 


For routine work we put up three flasks: 

1. 125 c.c. flask containing 50 c.c. of 50% dextrose. 
2. 500 c.c. flask containing 450 c.c. of normal saline. 
3. 500 c.c. flask containing 500 c.c. of distilled water. 


For 50% dextrose, which is generally given by syringe, we use only 
flask No. 1. For 5% dextrose in normal saline, the physician adds the 
contents of flask No. 1 to flask No. 2. For 10% dextrose, two flasks of 
No. 1 are used to one of No. 2. Each container has a tag clearly in- 
dicating its contents and giving concise directions for making mixed 
solutions of a desired strength. For normal saline, flask No. 2 only is 
used. For unusual solutions, such as 3% saline, flask No. 3 is used and 
the necessary quantity of salt added. The saline and dextrose flasks have 
1-inch round, metal rimmed tags. The distilled water containers bear 
a large rectangular tag, are kept in a special closet, and are only available 
on special request. The phleboclysis set is cleaned by soaking in green 
soap and water for 15 to 30 minutes, rinsed inside and out with tap 
water, followed by three washings of distilled water. The needles are 
thoroughly cleaned by a stylette and by forcing water through with a 
syringe. They are then rinsed in tap water and three changes of distilled 
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water. The set is dried, packaged, and sterilized at 18 pounds for 20 
minutes. Dried needles should always receive the “light test” before be- 
ing stegilized, i.e., one should be able to see light through the needle un- 
less there is some foreign material obstructing it. 


The tray pictured in the illustration is generally furnished with a flask 
of 450 c.c. of normal saline and a small flask of 50 c.c. of 50% dextrose 
in order to make up a 5% dextrose solution in saline. 

We feel that a simple technique which has successfully stood a test of 
18 months, involving 1,660 separate phleboclyses, 1,264,038 c.c. of fluid, 
and 720 patients, having a wide variety of medical and surgical condi- 
tions, warrants its continuance unchanged. As long as this technique is 
adhered to, there should be no reactions. The main features of this 
technique may be summarized as follows: 


1. Centralize responsibility and maintain a stable personnel in the 
preparation room. 


2. Use fresh singly distilled water. 
3. Clean the still on the first of each month. 


4. Make freshly distilled water into saline or dextrose solution and 
sterilize at once. 


§. Discard solutions for phleboclysis at the end of 24 hours. 
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The Hospital Association of Alabama 


The Alabama Hospital Association held its annual conference in Bir- 
mingham on March 9 following the district meeting of the American 
College of Surgeons under the presidency of Mr. J. E. Oliver of 
Alexandria. 

The meeting was very interesting and well attended. The out of 
town speakers were Robert Jolly, President of the American Hospital 
Association, and Dr. Malcolm T. MacEachern, former President of 
the Association and director of hospital activities of the American Col- 
lege of Surgeons. 

The officers elected for the year to come are as follows: President, Dr. 
C. N. Carraway, Norwood Hospital, Birmingham; secretary, Dr. A. C. 
Jackson, Walker County Hospital, Jasper; and treasurer, Earl Mowry, 
business manager of the Norwood Hospital. 

The meeting opened with a breakfast for the delegates at Norwood 
Hospital. At the luncheon business meeting group hospitalization was 
the topic of discussion. 





37th Annual Convention, St. Louis, Missouri—September 30-October 4 
[108] April, 1935 








Follow-Up 


A. G. ENGELBACH, M.D. 
Assistant Director, Massachusetts General Hospital, Boston 


’ 


HAVE BEEN ASKED to speak with you on the subject of ‘follow-up.’ 
I Follow-up means just that—following up a plan or action decided 

upon. How to accomplish it and for what purpose must be deter- 
mined by the persons interested. No plan or system developed and work- 
ing in one institution can be transplanted in its entirety to another in- 
stitution and expected to produce the results desired unless it has been 
carefully checked over and the variations made which are required. 

Follow-up may be initiated by the clinical staff, the administrative 
staff, or their combined efforts. When follow-up is desired it will un- 
doubtedly demand the attention of the record librarian to oversee it 
and direct it to its fulfillment. The first, and I believe the most impor- 
tant, thing to determine is the purpose of the follow-up. The purpose 
must be clearly defined and the system developed to accomplish the pur- 
pose. The more simple the system the fewer chances that any part of 
the system will fail and the greater the chance of success. 

All “follow-up” should start upon the admission of the patient to the 
institution whether it is to the out-patient department for the ambulatory 
patient or to the hospital for the bed patient. 

For convenience and familiarity I would like to describe the follow-up 
systems in use at the Massachusetts General Hospital. We do not feel 
that the systems are perfect but they are accomplishing the purpose for 
which they were instituted. 


General Hospital 


Patients are admitted to the General Hospital through one of three 
routes: 

1. By recommendation of their local physician. 

2. By recommendation from the out-patient department. 

3. Through the emergency ward for acutely ill patients. 

If the patient has been referred to the hospital by a local physician 
a form letter (Fig. 1) is started. This letter is addressed and the name 
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of the patient, his address, and hospital number inserted. The date of 
admission is inserted at the time of admission. This letter is started in 
duplicate. One copy (the original) goes to the house record room and 
the duplicate is sent to the ward with the patient’s chart. On discharge 
the duplicate is completed by the intern in charge of the ward from 
which the patient is discharged, giving the salient facts of the patient’s 
stay in the hospital. This goes with the record to the record room. The 
day following discharge a clerk in the record room completes all letters 
and after they have been checked by the admitting officers they are 


Figure 1 


MASSACHUSETTS GENERAL HOSPITAL 
Boston, Mass. 


MOEN shoves siz ia ek Go ala Sein pina elke Bate OF REPOl Es scsises vee ewaes 


Dear Doctor: 
I am sending you the following report concerning your patient: 
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ee 


Further information will be furnished on written request. 


Very truly yours, 


Director. 
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Summary of Physical Findings, Complications, Present Condition, Special 


Treatment, Suggestions for Aftercare 


Summary of laboratory findings: 
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sent to the patient’s physician. This clerk is responsible for getting the 
letters completed by the intern and must call them if they have over- 
looked any letters. 

On admission of a patient to the Medical Service and to the Neu- 
rological Service a post card (Fig. 2) is sent to the local physician the 
day following admission advising of the ward to which his patient was 


Figure 2 
Accdisenwtietsdentascunnds 19.. 
Dear Doctor: 
IME i srsctarcwisigniecina@ ncn bacdeede OR tea Naeem ean ema ates as has been admitted 
to Wards...; on the medical service, Massachusetts General Hospital. We 


should be glad to have you come to the Hospital, join in the medical visit and 
discuss this patient’s problem with us on any week-day at 11:30 4. M. Arrange- 
ments will be made if you will telephone the Admitting Office. 


Very truly yours, 


Director. 
F 251 


admitted and inviting him to come to the hospital to join in the medical 
visit and discuss the patient’s problem. This card has proved itself very 
valuable in making a good feeling between the local physician and the 
hospital. 

A similar letter is sent the local physician if the patient is admitted 
through the emergency ward on recommendation of the physician. 

If the patient is referred from the out-patient department he is given 
a recommendation slip for admission to the hospital. The patient is 
either admitted the same day, if acutely ill, or is given an appointment 
for a later date. If the appointment is not kept, the slip is returned to 
the out-patient department record room where a notation is made on the 
out-patient record, of the date of the appointment and the fact that the 
appointment was not kept. On certain services it is necessary to carry 
a waiting list. When a bed becomes available either a telephone message 
is sent or if the patient does not have a telephone a post card is sent him 
advising of the availability of the bed. (Fig. 3.) 

On the admission of the patient to the hospital, besides the letter to 
his local physician, if necessary, the chart, the data sheet, and the bed- 
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Figure 3 


MASSACHUSETTS GENERAL HOSPITAL 
Fruit Street 
Capital 4300 Extension 414 


If unable to keep this appointment, kindly write us to that effect. 
Director. 


side card are made out. The bedside card is a combination of several 
forms which were previously used to accomplish the same end but many 
times one or two parts of the system were overlooked. These necessary 
parts of the system were consolidated and combined on a form, which is 
a sheet of paper 9 inches in length by 5 inches in width, perforated to 
make three parts, each 3 inches by 5 inches wide. (Fig. 4.) 

To describe this form I have separated it into three parts. 

Part I on the face carries a request for the patient to return to the 
clinic in the out-patient department if it is felt advisable. An appoint- 
ment to a particular clinic is made for a definite date. On the reverse 


Figure 4 
Part <i 
MASSACHUSETTS GENERAL HOSPITAL 
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In order that your treatment may be continued, you are requested to return 





NT ige + TR Ra ee RR I 2 IE ry PR Orr i Rear tg Renee er feae ek Br rer ery Arcee ser ie Clinic 


Be sure to come on the day specified. 
If it is necessary to communicate with the Hospital, refer to Hosp. No. 
Please bring this slip and your blue card 






(Detach this slip and give it to the patient) 
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Part II 


+ 


In 


TIN of the AME 


1 


BULLE 


f meeting of the cl 
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Part II. The middle portion is blank. On this is typed the name and 
address of the patient, the hospital number, nationality, date of admis- 


THI 


time o 
information and as a guide for the intern in making his plans on dis- 


of this portion appears a schedule of the clinics. 
charge of the patient from the hospital. 





‘suIS9a4 AIBJOIP UL SUOTJONAYSUI 
Joy Atlep uedo Ss} NAHOLIM LAIG GNA HLUON 
‘ABpinyeg ‘[eo1gso,oo9u Ay 
‘ABP | ‘[eoysojoyeweq ‘Avpsinyy, ‘[eolsojoanen 
‘ABVpSANYL ‘[wolsojosudrey ‘Avpsoupam ‘[eolso] 
-O1) ‘ABpuow ‘yeJoey ‘Apreq ‘[eorsang’***aouny, 
‘W ‘d 00:1 ‘Arevuow[ng 
“WW ‘V 00:6 ‘[eolso[o1gQ, :ABpsoupa AA’ ‘STsopnoseqny, 


ABPSOUPOM CCl ett e eee tee cence plorcAy 
"W ‘d 00:1 ‘Aepsoupom ‘“********: TBoISing Io BI0U,L 
ABVplig ‘Avpsoupsm ‘Aepuoyw “*'***' ete: DIVOTIODG 
Avpeang, DUS Aupuom “oot hts tee secsecwsess [B}09y 
‘W ‘d 00:T ‘ABpsoupoMm ey Areuowpng 
Nie Pi re 65000888 oayeoAsg 
Avpinjzeg ‘usipliIyO ‘Aepuoyy ‘sznpy'******: [einjsog 
Aepsiny ary Beveee Aayeipog 
Aepsinu,y i onseid 
Nee SORE CA aS S ALOVH[NIATD ~[Tes1sydiag 
Me ee en eee suoljounjsAq UBIIBAO 
ABPSOUPOM Toric t tet eset eters SIVITAAUI00I1SO 
Avpanyeg ‘Avpsinyy ‘Avpseny, ‘sisAyereq suejuy 
Aepsony, srt Ceeseteocccses [euljseiuyj—o1jsex) 
Aeplig ‘dn-Mop[oq—Alyeq** "sss: d1NOBAT 
ABPSOUPOM tee eee ee oidapiday 
ABPSANYL eee [eoyzouowsAq 
Aeplaq pue Avpsongs ccc aneqrid 
UPA oe WiSeeme Anu 6658 ete tse ee eee ses [eiuegd 


‘Aeplig ‘syusosajopy 
‘ABpsiny, ‘UaIpli1yO ‘ABpseupsamM ‘Ss}[Npy ‘oRIpaep 
‘yeg pue AepsoupsM deo0xe A[leq’** ‘onovlAydeuy 
:A[UO JusuTZUTOdde Aq soIUI[D JeIDadS 
Ajuo Jusujutodde Aq TWOIGCHW 


Jeo1sojOInNIN 

[edISO;OIN [eoIsojosuAre’T| [ed1dInS 
oyIydAS [BdISOTO}VeULIIG [@9130]0IO 
dIpedoy}y4iO [ed1sojouryeyiydoO dIVeIpIg 


:SyusWyIedaq SUIMOT[OJ 94} UT ‘sAep 
-I]O}] pue skepung jda0xe Ajlep pjay are soit 
‘WV OT 0} 8 :UOIssIUpy JO} sinozy 
3S SajreyD Jesu “jG ynIy uo sdueUy 
quswjiedsq ywo}eg-NnO 
AUVNAIANI 
ava GNV FAT SLLASNHOVSSVN 
‘IVLIGSOH ‘IVAHNAD SLLASNHOVSSVWN 














. Service 


5|26|27|28|29/30|31 





9 
a 














NOSES sherk oo omteneeenes 
8/19/20) 21|22|23|24| 


A a ee 


NUGEERS to's cc Retvamen. 


.from 
[113] 








9]10)11)12/13|14|15|16/17| 











for the following reasons: 





BIGGNATROU 665 Sivas ak vensweees 
Discharged tO. ....5.566. 

EO BODORE (Oi 'de 55 sss scien cates dar eee sees 
April, 1935 


Diagnosis 





THE BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 
Part: EE 
MASSACHUSETTS GENERAL HOSPITAL 


Discharge from House to Out-Patient Department 


to be made out and signed by House Officer 


PIII oso) re a. 04 Wier late okorelersscharelian Ne crete Tacn wa oieetle eesanei pes WD RLCR certains carne tolee state 
Wate Acnitted ss 6.6 screens our sleou'ee Date Dischareed...nc:s5cinsddacac cee. 
NUIALG Gio klaeieis aisle de nestetes SIGHVICRS, «/. ceive teuainie se owners BLOUSE NOse iccecasseeteiere 
Bar yr ctare eh ssc yaceiepa eeresaia ely satan dprelere aos Department. ©. P. Di Noi. 6ccssess cece 
LOTS CCU SSS Ann cee eae SN ee a ame ne Conky.” Roatr ee co CMe ONO TOTTI OT OR 
RRC HOR orcs ooh save os Aw teveciaere ores aloe a Tne WAtOS, ccaeasctab coweee es 


(Fill out both sides) 


sion, sex, age, and the service and ward to which the patient is admitted. 
On the reverse of this section is printed the most important matter for 
follow-up of the patient after discharge from the hospital. Here we 
have a space for the date of discharge; the ward and service from which 
discharged; the diagnosis; where the patient was discharged to—the out- 
patient department, his local physician, or another institution or con- 
valescent home; the results accomplished by his stay in the hospital; a 
space provided for the patient’s return to the out-patient department 
if necessary, to report to ————— clinic and the date he is to report. 
The next line—for the following reason—has proved of considerable 
value. Beneath this we have had printed a “criss-cross calendar.” Along 
the top of this calendar appear 31 squares, each numbered, one for each 
day of the month, and along the left margin appear the months. The 
balance of the space is ruled off into small squares for making the date 
of the visits to the clinic and in making further appointments. This is 
used in the follow-up by the clinics. 

Part III carries a discharge note from the house to the out-patient 
department. There appears the patient’s name; date the form is com- 
pleted; date of admission and the date of discharge; a space for the ward 
and service from which discharged; and a space for the hospital num- 
ber; the next line provides a space to insert the clinic to which he has 
been discharged and the out-patient department number; the diagnosis; 
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a space for operation, if the patient was operated upon, and the date of 
the operation, and a space for the signature of the house officer or in- 
tern. This portion must be filled out by the intern at the time the 
discharge is written. The reverse of this part is blank so that the slip 
may be pasted onto the out-patient record. 

Part II is the only portion completed on admission and the entire 
form is sent to the ward with the patient’s chart. This bedside card is 
transferred with the patient from one ward to another and from one 
service to another, as necessary. 

On discharge of the patient, if the patient is to return to the out- 
patient department, an appointment is made to the clinic to which the 
patient is to return. If the clinic is in session the appointment is made 
directly with the clinic. If the clinic is not in session the appointment 
is made with the follow-up clerk in the house record room. The exact 
date is inserted in the space provided (on Part I). This part is given 
to the patient as well as instruction by the nurse in charge of the ward. 
Before a patient can leave the admitting officer again checks over all 
these points to be sure that the patient understands thoroughly what he 
is expected to do. 

Part II and Part III are sent to the record room with the record. 
Part II is filed by the appointment clerk under the date and clinic to 
which the patient is to return. Part III is sent to the out-patient rec- 
ord room to be pasted on the record if the patient already has a record. 

Each day the “follow-up” clerk gathers the records—both the house 
record and the out-patient record, having them ready for the clinic 
secretary. The follow-up card is attached to the house record. ) 

The clinic secretaries call at the house record room each morning 
and get the records and follow-up cards for those patients who are to 
return that day. After the patient has been seen by a visiting staff mem- 
ber she ascertains the date on which the patient is to return again and 
stamps the record in accordance as well as making the necessary marking 
on the follow-up card. The follow-up card is again filed under the date 
the patient is to return. In this manner the visiting staff members 
determine whether the patient need return again at a later date to record 
the end results of the patient’s stay in the hospital. 

If the patient does not keep his appointment the fact is called to the 
attention of the visiting man and upon his decision depends whether an- 
other appointment is made and post card sent the patient, and the follow- 
up card is filed under the date of the next appointment. At the close 
of the clinic session all records and the file of follow-up cards are re- 
turned to the house record room by the secretary. 
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In using the criss-cross calendar a line is drawn from the upper left 
corner to the lower right corner of the square of the date on which the 
next appointment is made. When the appointment is kept a cross is 
completed drawing a line from the upper right corner to the lower left 
corner of the square. If a letter or appointment is sent to the patient an 
“L” is inserted in the square for the date on which it is sent. 

This describes the routine in which those patients who have been re- 
ferred from the out-patient are followed on their discharge from the 
hospital. In certain cases which are returned to their local physician the 
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patient is requested to return to determine the end results. In these cases 
a letter is sent the local physician asking him to have his patient come 
to the clinic. 


Emergency Ward 


Each patient referred to the emergency ward by the local physician 
is interrogated to determine the physician’s correct name and addresss. 
Most cases sent in, however, carry a letter to the emergency ward. The 
day following admission of the patient a form letter (Fig. 5) is sent 
to the physician advising him of the admission and disposition of the 
patient if he is not admitted to the wards. If the patient is admitted 
to the hospital the regular letters and post card described previously are 
sent to the local physician. 
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Out-Patient Department 


In the out-patient department the admissions daily are almost four 
times as many as to the hospital itself. When an applicant comes to the 
out-patient department one of the first things determined by the ad- 
mitting officers is whether or not the patient has been under the care 
of a physician or under the care of another hospital. If they have been 
under the care of their local physician or another institution a letter 
from them must be presented or a personal call on the telephone must 


Figure 6 
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be received to admit the patient. On the out-patient history sheet a 
space is provided headed “Referred to the hospital by—.” This is filled in 
carefully. 

Daily, each new record is inspected and a letter (Fig. 6) sent to each 
physician or referring institution. This letter is a form letter stating 
that their patient was admitted and giving the diagnosis, if a diagnosis 
has been made. If x-rays have been ordered or further laboratory work 
requested before a diagnosis can be made the record number is entered 
on an “out card” which is a salmon colored card the same size as the 
out-patient record. These are kept in numerical order to facilitate the 
removal of the records and the records called for daily. As soon as the 
work is completed and a diagnosis made a letter is sent to the physician. 
If further work was requested and the patient does not follow the in- 
structions given, the local physician is advised of the fact. 
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When the visiting staff members wish a special letter to be sent to 
the local physician they make their recommendations on the record and 
send the record to the admitting officers who write a personal letter to 
the physician. 


Special Clinics 


In our institution there are several special clinics where the problem 
of “follow-up” is handled individually and differently from the system 
which had been set up for general use. 

Venereal disease clinic.—All patients with venereal disease who are 
in need of treatment are followed by secretaries who devote their entire 
time to the work in their clinics. In these clinics all patients are en- 


Letter No. 1 
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tered on a card 4x6 inches printed with a criss-cross calendar as previously 
described, and providing a space for the patient’s name and address, as 
well as his out-patient number, diagnosis, and a space for the entry of the 
social service worker’s name and number. Since almost all these patients 
require weekly treatment the cards are filed alphabetically under the 
date of their last treatment. If the patient fails to return within a week 
a letter is sent to the last known address making an appointment for his 
return to the clinic. If he fails to return within two weeks a second 
letter is sent asking that he report within the next week. If, after an 
absence of three weeks, we have not received any word from the patient 
a third letter is sent advising that unless he reports within the week it 
will be necessary for us to report him to the health authorities. 


[118] April, 1935 











THE BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


Patients under treatment for syphilis who have been granted a vaca- 
tion are sent a reminder appointment one week prior to the time that they 
are to report to the clinic. If they fail to report they are followed as 
previously described. 

All patients who have had a blood test taken are followed as though 
they had been diagnosed. If the laboratory findings are negative but there 
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is some doubt from a clinical standpoint the patient is written asking 
him to return and a definite appointment is made. In the venereal 
disease clinics these reports are followed by the secretaries. In other 
clinics the positive laboratory reports are separated and sent to the ad- 
mitting officers, who write a letter to the patient advising of the un- 
favorable report and asking him to report within a week. These are 
followed as above. 


Cardiac clinic—In the cardiac clinic the follow-up work is carried 
by the social worker and a committee on home care for cardiac patients. 
This follow-up is more extensive than any other which is carried on at 
our hospital. All cardiac patients are followed by the social worker for 
the staff and their work includes not only visits to the out-patient de- 
partment but also home visits and if the patient is in a convalescent 
home, visits are made there. Special records are kept by the service and 
very extensive notes made on the progress of the patient. 


Gastrointestinal clinic.—All patients who have been house patients 
with a diagnosis of a gastrointestinal disease are followed by the group. 
Special records are kept by the secretary of the chief of the clinic, for 
research purposes. The secretary also carries out the follow-up work, 
using in part the general system and a slight modification of this system 
in which they use a 3x5 card for subsequent following. 


Fracture service.—All cases of fractures are followed by the secretary 
for the service. Special forms have been devised and are completed for 
each fracture which enters the hospital. While the patient is under 
active treatment the general follow-up system is used. After discharge 
from treatment the secretary of the service writes the patient a personal 
letter asking him to return to determine the end results. These results are 
checked at the end of a six month period and again at the end of a year 
following the fracture. 


Orthopedic service.—All orthopedic cases which have been operated on 
in the hospital are followed for a definite period until the end results 
have been determined. Special records are kept here again for research 
purposes. The actual follow-up work is done by the clinic secretary of 
the service. 


Thyroid clinic—All patients with definite thyroid complications who 
have been studied are followed by the secretary of the clinic. The prin- 
ciple described earlier is used, the secretary sending the patient a definite 
appointment at the direction of the physician in charge of the clinic. 
This clinic carries separate records for its research work. 
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Tumor clinic.—All patients with tumors are referred to this clinic. 
Separate records are kept carrying special data for the study of cancer. 
The follow-up work is carried on by the social worker and the secretary 
in the clinic. Here again the follow-up work consists of home visits 
in those cases where it is felt necessary as well as by letters and visits of 
the patient to the clinic. The appointment cards previously described are 
used; here, however, the cards are filed under the date of the next ap- 
pointment, and the records drawn for that date. Upon the advice of 
the visiting physician the amount of follow-up work to be done is 


decided. 


Urological clinic.—All urological cases which have been admitted to 
the hospital are followed by the social worker in the clinic. This in- 
cludes those patients who have been operated on as well as those who have 
had admissions for observation. No special records are carried, the service 
using the house record for subsequent notes and end results. 


Baker Memorial—Hospital for People of Moderate Means 


In this unit all patients are private patients. Many of the patients are 
referred by their local physician to be under the care of a particular staff 
member. A copy of the entire record is sent to the staff member, to- 
gether with the name of the patient’s local physician, so that the staf 
member may send the physician a complete detailed letter of the care 
and treatment given his patient. 

These various special clinics and the general follow-up system as 
described are the result of special needs. If the number of patients being 
followed is small a diary type of book may be used to record the patient’s 
name and number. 

In closing, may I leave these observations: 

1. Follow-up results are directly proportional to the amount of work 
put into the system. 

2. The simpler the system, the easier the work of the clerk or secre- 
tary carrying on the work. 

3. No system should be started and then, like Topsy, just grow. It 
must be reviewed from time to time to determine whether it is ac- 
complishing the results desired and changes should be made as necessary. 
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Planning Menus for Special Diets 


HAZEL BRADBURN 
Chief Dietitian, Jewish Hospital, St. Louis 


N THESE Days of highly specialized dietary régime, it is difficult to 
I realize the newness of dietetics as a science. Food has always been 

of primary importance from prehistoric times, when it was eaten 
raw, to the present day with its innumerable highly refined foods on 
the market. These highly refined foods with their pleasing and flavor- 
ful combinations have brought their attending problems. Food has grad- 
ually taken on a more scientific aspect. 

References to the use of food for its therapeutic qualities are made 
in the literature of the 16th Century. This was the era of black magic 
in medicine. In this period cures were proposed that are absurd to us 
in the light of our present-day knowledge, such as the liquid diet for 
insanity and certain forbidden foods as a cure for catarrh. Many legends 
regarding the medicinal qualities of food have been handed down to 
us and put into practice by the ancient medicine men with their herbs 
and teas but it was not until early in the 20th Century that the well 
organized hospital diet kitchens were established and became a necessity. 
Dietitians must keep pace with the demand of modern medicine. 

Today the special diet kitchen treats such metabolic diseases as dia- 
betes, nephritis, obesity, etc., and is also concerned with the treatment 
of such deficiency diseases as pellagra, rickets, etc., and still others which 
require food restrictions. In this special kitchen the student nurses 
are taught to weigh food, calculate diets, and plan menus and are en- 
couraged in any original ideas which may make the diet less monotonous. 
It is. often the nurse who carries on the diet in the home after the 
patient has left the hospital. 

Each tray from this unit is individual and represents untiring effort 
on the part of many people, for the special diet is no longer a “cut 
and dried” affair. The physician and the dietitian have both found that 
no matter how carefully the diet order may be carried out, it has failed 
in its mission if it is not made attractive or palatable enough for the 
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patient to take. Therefore, the planning of special diet menus involves 
many factors. 

It is best to ascertain the standards of living and food habits of 
the patient in his home before planning his meals in the hospital. Often- 
times in an effort to make the tray more attractive to the patient during 
his stay in the hospital, the dietitian forgets that he does not have access 
to the large amount of supplies and variety of food from which to choose 
in his home that are available in a large hospital kitchen and often costly 
to the patient. This refers particularly to the ward patient but even 
with the private patient the menus should be practical for home use, 
making it as easy as possible for the members of the family who must 
be responsible for the diet after his discharge from the hospital. They 
should be made to feel that it is possible at all times to consult with 
the dietitian even after the patient returns to his home. 

A knowledge of the type and severity of the diseases for which the 
patient is being treated and ability to individualize the diet to meet the 
needs of the patient is vital. It is necessary first to have a full under- 
standing of the diet order itself. Diet orders are occasionally miscopied 
from the order book or illegibly written by an intern. It is especially 
important to check on the carbohydrate content of a diabetic order. 
This may be done by conferring with the physician in charge of the 
patient or by reading the diet order from the patient’s chart where a 
complete history is incorporated. Not only must the principle of feed- 
ing the patient according to his disease be kept in mind, but also the 
number of changes necessary to adjust the diet to the patient. This 
is best done by visiting the patient in order to visualize the picture as 
a whole. For example, if a patient suffering from atonic constipation 
is obese, the fat in the diet should be restricted. Some authorities stress 
the use of fats and foods rich in fat as a lubricant to the intestinal wall. 
Mineral oil may be substituted for the fat in such a condition. Or, if 
a patient suffering from pernicious anemia should dislike or be sensitive 
to eggs, some other foods high in iron content may be used rather than 
insisting upon including egg yolks in his menus. 

The dietitian is less apt to offend if it is possible to know the patient’s 
religion. Patients of the orthodox Jewish faith adhere to the rabbinical 
laws in which meat and milk diets are served separately. And those of 
the Roman Catholic faith would not partake of meats served on Friday. 
In times of illness strict adherence to dietary laws may be abandoned, 
yet these patients are prone to be more rigid when ill. The dietitian 
should not fail to observe these religious customs and dietary habits. 
Such blunders are unnecessary and inexcusable at all times. 
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The psychological effect of a special diet upon the patient and his 
dislikes or sensitiveness to certain foods must not be overlooked by the 
dietitian. Sometimes the patient on a special diet feels set apart from 
the normal but is proud of this fact. He will boast of the number of 
different types of diets that have been ordered for him and go into great 
detail as to the foods he is allowed or not allowed to eat. This type 
of patient is usually very amenable and easily pleased. There is also 
the patient who is depressed, perhaps from the very nature of the dis- 
ease itself, along with the fact that he cannot eat anything he desires. 
Such a patient requires a great deal of tact and diplomacy. The dieti- 
tian must quickly learn the patient’s likes and dislikes or sensitiveness 
to certain foods and keep the diet as nearly normal as possible. If he 
has been limited in his diet for a long period of time, the dietitian must 
use every trick she has to relieve the monotony of such a restricted 
diet. If he must continue with the more or less limited diet for the 
remainder of his life, she should try in every way to help the patient 
adjust himself to the idea. If he is not too ill, his interest may be 
aroused and he may be kept from dwelling upon himself by teaching 
him to calculate his own diet. 

The co-operation of the patient is very important and best gained by 
the dietitian’s daily visits. Such personal contacts enable the dietitian 
to make adjustments in the menu which will not change the caloric value 
but may relieve the monotony of the meals without detriment to the 
patient. This stimulates the interest of the patient, as well as the 
nurses—both graduates and students—and the dietitians who have 
charge of the actual serving of his diet. It also enables them to observe 
the daily result and any improvement gained from the diet. It makes 
for more sympathy and understanding between the patient and nursing 
and dietary departments. It makes him feel reassured and more secure 
in the knowledge that his diet is receiving individual attention and usu- 
ally creates the desire on his part to co-operate and help in any way 
possible. 

The metabolic ward or special diet kitchen should never be so isolated 
or set apart that there is not perfect co-ordination and co-operation be- 
tween the physician, the ward supervisor, the dietitian, and the student 
nurses who are being trained to calculate the diets, weigh foods, and 
plan menus. They must be able to confer with each other at all times 
and any new aspect or development that may be important in aiding 
the carrying out of such diets should be reported. It is so important 
to have a patient contented while he is on a special diet that it is some- 
times better to allow foods not ordinarily used which will satisfy even 
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though given in small amounts. It is essential at all times for the die- 
titian to have the good judgment to know how far she may stretch the 
rules of the diet without losing any of its good effect. For example, 
some patients on a reduction diet would prefer 50 grams of stewed corn 
instead of 100 grams of carrots, or 50 grams of peas rather than a 
larger serving of cauliflower or spinach. Few patients on a reduction 
diet would remain contented with vegetables cooked in plain salt water. 
These vegetables are made more palatable by adding chicken broth at 
the last to give them flavor. Instead of expecting him to eat plain 
bread without butter, the patient may find thin slices of Melba toast 
more appetizing. Many patients on a reduction diet miss their break- 
fast bacon and find the flavor of pork so irreplaceable and essential that 
it is wise sometimes to allow them thin slices of the tenderloin or pork 
broiled or boiled, rather than have them feel discouraged about their 
diet and lose interest. Mineral oil dressing is commonly used in the 
low fat diet for reduction of weight, but it should be varied from day 
to day by adding foods that are distinctive in flavor, such as onion 
juice, catsup, or chopped raw celery. The previous suggestions have 
aided materially in planning and serving special diets. 

It is best in planning the menus for the ward or free bed patient 
to consult the social service worker, who is familiar with the patient’s 
home surroundings and family income, before the patient is discharged 
from the hospital. Through such a conference the dietitian can plan 
a menu in keeping with the family budget. 

The well-being of the patient should always be the aim and this can 
only be obtained by sympathy for and understanding of the close -in- 
terrelationship between the physician, dietary, nursing, and social service 
departments. 





The First Annual Meeting of the 
Oregon State Hospital Association 


At the first annual meeting of the Oregon Hospital Association the 
following officers were elected for 1935-36: 


President, Rev. Axel M. Green; vice president, Carolyn E. Davis; sec- 
retary-treasurer, Grace Phelps, Doernbecher Memorial Hospital, Portland. 
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The Organization of a Hospital 
Staff and Volunteer Groups 
for Child Welfare Work 


H. E. THELANDER, M.D. 
San Francisco, California 


CHILDREN’S HOSPITAL organization should serve a much greater 
purpose than that of simply caring for the sick child. Pediatrics 
rightly includes preventive medicine, public health work, and edu- 
cation. It should be possible to so organize a hospital and the other 
groups in the community interested in child welfare that there would 
be a co-ordinating center of all health matters pertaining to children in 
the community. The accompanying diagram will illustrate this plan. 

The work is divided into four main groups, namely, medical services, 
public health work, the care of the handicapped child, and an educa- 
tional program. The medical services include the care of the hospital- 
ized sick child and the out-patient department. This latter should be so 
organized that it covers all phases of medical services to ambulatory 
patients and in addition has a complete service for the well child, namely, 
well baby clinics, pre-school clinics, postural training, mental hygiene 
instruction, dental prophylaxis, and preventive immunization and vac- 
cination. 

Furthermore, the organization should further the work of the Depart- 
ment of Public Health not only by the procedures mentioned above but 
by participating in the pre-school round-up examinations, immunization 
campaigns, the work of the Milk Commission, the tuberculosis associa- 
tion, the cardiac association, and other organizations aimed at safeguard- 
ing the public against disease and accidents. 

Another function, not generally assumed by the hospital, is that of 
participating in the care of the handicapped children. In this group 
should be included not only the physically but also the mentally and 
socially handicapped. The hospital organization should augment the 
tuberculosis program of the community, it should supervise the medical 
standards of convalescent homes, preventoria, sanitariums, and other in- 
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stitutions caring for children. Its members should be interested in find- 
ing those children who have visual or hearing handicaps and speech de- 
fects, and should render corrective services for them. The health pro- 
gram including hospitalization when necessary of orphans, semi-orphans 
and foster home children should be a function of the Children’s Hospital 
rather than the County Hospital. 

Lastly, the hospital should have a definite educational program. Part 
of this, such as the training of interns, nurses, technicians, and office as- 
sistants, is generally accepted but education should extend much farther. 
There should be a rehabilitation program for all handicapped children, 
vocational training and mental adjustment when necessary. Parents should 
be instructed in the essentials of child care and health protection. Ad- 
vice in diets for institutions, school luncheons, etc., should emanate from 
this organization. 

In order to carry out such a program successfully there is need for not 
only a well trained group of doctors and their immediate assistants, such 
as nurses and technicians, but a well equipped medical social service or- 
ganization and the co-operation of volunteer organizations. By volun- 
teers is meant all those people participating in the program on a voluntary 
basis. More specifically it includes such organized workers as the tuber- 
culosis association, the society for the education of handicapped children, 
the league for the hard of hearing, and many other similar groups. 

Volunteer services can be rendered individually if so desired. The fur- 
nishing of certain types of equipment not generally provided by the reg- 
ular funds is often a great boon to a hospital. A roof garden, a swim- 
ming tank for the crippled children, a respirator, sun lamps, radios, books, 
may be mentioned. Often a fund to be spent where most needed is a 
great delight to such an organization. 

Entertainment should not be forgotten. The Boy Scouts or Campfire 
Girls can do much for children hospitalized over long periods. A cheer- 
ful Christmas in the ward means a great deal to children confined there 
at that season. 

Probably one of the greatest functions of the volunteers is the infor- 
mation they spread by the wide range of contacts they make throughout 
the community. 

The interests of volunteers vary and their talents differ; a central co- 
ordinating organization such as the one presented will prevent duplication 
of effort and facilitate the proper allocation of talent, funds, efforts, or 
whatever the volunteer or other worker has to give. 
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Indian Hospitals in Minnesota 


HE Federal Bureau of Indian Affairs commissioned Dr. Sidney B. 

Russell, of the University of Minnesota medical school, to make 

a study of the hospital and health problems among the Indians in 
Minnesota. In making the study Dr. Russell availed himself of the 
service of the Hospital Library and Service Bureau, and in returning 
the 32 package libraries which were sent him he expresses his apprecia- 
tion to the American Hospital Association for the valuable articles 
and data found in them and states that he incorporated much of this 
material in his report to the Bureau of Indian Affairs. 


In his report a plan for a health unit was presented and a flow chart 
of the various activities showing the co-operation between the Federal 
Government and the state was prepared. A 60-bed home for the aged 
together with an 80-bed general hospital and a mobile health unit were 
recommended. To carry on the work of this program a staff of 12 
field physicians and 12 field nurses was suggested, and for the health 
center hospital a staff consisting of an obstetrician, pediatrician, intern- 
ist, surgeon, head specialist, and dentist was recommended. The hospital 
beds recommended were as follows: pediatrics 24, general medicine 20, 
surgery 12, tuberculosis surgery six, obstetrics six, venereal four, and 
ambulatory eight. In connection with this program a 100-bed tuber- 
culosis sanatorium is now being built and a second sanatorium of 100 
bed capacity is being urged. For the reason that other phases of the 
health problem besides tuberculosis must be considered, the report does 
not approve of the construction of the second sanatorium, as it was 
felt that with a 100-bed sanatorium already under construction and six 
beds in the general hospital for tuberculosis surgery, a sufficient provi- 
sion of beds for tuberculosis cases was afforded, considering that the 
average annual number of deaths over an eight-year period was 64 in 
an Indian population of 12,000. 

The Bureau of Indian Affairs will have to furnish most of the money 
for construction and operation, as the state of Minnesota can offer 
only the salaries of three public health nurses and what general facilities 
are available for the state as a whole. The District Co-ordinator of 
the Indian Bureau would represent the bureau for all phases. A board 
of directors is set up representing the various state departments and the 
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state medical society, the state hospital association, and other semi-official 
organizations. The actual application of policies and co-operation with 
the various groups and state departments would be under the board of 
directors, and under this board a medical superintendent would have 
authority and be directly responsible for Indian health work in Min- 
nesota. 

The report emphasizes that for the reason that the hospitals have a 
very important public health function, and particularly connected with 
the work of the field physicians and nurses, the plan of keeping all 
activities directly responsible to the medical superintendent would afford 
the best set-up and provide for the best service and co-operation. 

Dr. Russell’s study is interesting not only by reason of the soundness 
of the report but because it is one of the first, if not the first, studies 
made for the purpose of developing a continuing and constructive pro- 
gram for the care of the Indian population of any of our states. 





Book Review 


THe Dret Manuat, Mount Sinai Hosprrat, Philadelphia, Pa., 
J. Marie Melgaard, director, Dietary Department. 

Prepared by the Dietetic Committee of Mount Sinai Hospital, this 
manual is intended as a foundation upon which physicians may build 
such prescription diets as desired. The Manual gives basic diets as fol- 
lows: gastrointestinal 10; obesity four; diabetic 10; ketogenic four; 
nephritic two; low protein, high protein, salt-free, cardiac five; high 
caloric and typhoid four; pernicious anemia two; and several miscellane- 
ous diets such as purin-free, high vitamin, diets for nausea and vomiting 
of pregnancy, test diets, etc. 

Each group is accompanied with a short discussion of the dietetic 
principles involved in its use and tables showing chemical constituents 
and caloric values of the various foods. 

A series of valuable tables giving acid and alkali-producing foods in 
amounts per 100 grams and of weights of various foods containing 100 
calories is appended. 

The arrangement of typical day’s menus and suggested variations with 
the food values of the various constituents gives a very handy and work- 
able manual for the use of physician and dietitian alike. 
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A Study of the Relative Cost of 
Maintaining Nursing Service at the 
Paterson General Hospital 

With and Without a Nursing School 


EDGAR CHARLES HAYHOYW, M.A., B.C.S. 
Superintendent, Paterson General Hospital, Paterson, N. J. 


HIS sTUDY deals with the specific problem of determining the rela- 

tive cost of maintaining the nursing service of the Paterson Gen- 

eral Hospital, Paterson, New Jersey, by employing graduate nurse 
service as compared to the cost of operating its present training school 
program. It is appreciated that the financial aspect of nurse training 
schools is, perhaps, of minor significance in measuring their social effec- 
tiveness; however, actual cost data are nevertheless of paramount con- 
cern and interest. Because of the method of approach to the problem 
and the “individualness” of each institution, various detailed financial 
and statistical schedules are appended in the final results tabulated, 


Recapitulation: 
Maintaining Nursing Service (With Training School) 
Estimated Cost of Nursing Service, 1934....... $74,622.71 
Maintaining Nursing Service (Without Training School) 
Estimated Cost at 80% Capacity . - “IRIEZF1 
Estimated Cost at 50% Capacity.......... 95,403.11 


Estimated Savings With Training School 
80% Capacity, Savings $24,339.60 or 24.6% 
50% Capacity, Savings $20,780.40 or 22% 

Considering the fact that the present nurses’ home will be occupied 
regardless of the type of nursing service, only items involving mainte- 
nance cost of the home (including light, heat, water and salaries) are 
included. Capital charges (insurance, interest, etc.) are omitted. These 
figures were determined by dividing the total expenses for heat, light and 
power and determining the pro-rated consumption—total $1642.75 (7% 
of total consumption). Water is actual, $276 per year. 
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To ascertain the true or actual cost for any given department, it is 
necessary to include all items of expense chargeable to that department. 
Certain detailed remarks follow. While a more or less true cost of 
maintaining a student service as against graduate service was desired, the 
major issue was which type of service is the more costly and how much. 


Cost of illness 


It would be a simple matter to determine an accurate cost of illness 
for those students admitted to the hospital as patients, yet difficult to 
estimate an accurate cost of illness per general duty graduate nurse. 
Paterson General Hospital has no specified section designated as a nurses’ 
infirmary; all such nurses are admitted to the “Johnson Memorial Private 
Building” with no “special” nursing personnel augmented. Meals, linen, 
overhead are in a sense transferred from ‘““Training School” account to 
“Cost of Patients” accounts. Studies do show, however, that illness 
amongst student nurses is greater than for graduate nurses. 


Reference and Text Books 


Since September, 1931, all students in the school pay for their own 
books. The alumnae has furnished, in the main, all additions to a very 
complete reference library. Consequently these items are not included. 


Cost of Repair of Student Uniforms 


For the purpose of this study, it did not seem warranted to estimate 
the cost of repair of student uniforms. Inasmuch as no particular seam- 
stress is assigned to this duty, it is questioned as to whether the discon- 
tinuance of the training school would permit decreasing the personnel 
now assigned to the linen room. 


Field Trips 

Transportation or transportation costs for field trips during the past 
few years have been donated, or financed by the students themselves. 
Social Activities Program 


Members of Special Committees of the various auxiliaries of the hos- 
pital, the alumnae, and the medical staffs have from time to time pro- 
vided the funds necessary for a well rounded social activities program. 


Pro-rated Departmental Expense 


Many attachés of various departments (e.g., purchasing agent, book- 
keeper, housekeeper) perform definite routine or special duties directly 
chargeable to the training school or nursing service. To repeat, inas- 
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much as these departments would not alter their personnel irrespective of 
the type of nursing service, no pro-rated salaries are apportioned. 

While no attempt is made to project the relative merits or demerits of 
either type of nursing service, a report submitting only factual data may, 
however, be used for comparative studies. In comparing the results of 
our study with other published data or attempting to make comparisons 
with other institutions of variable size and performance, attention must 
be drawn to the fact of “individual differences.” No two institutions 
are exactly comparable. 

Can a true comparison be determined unless detailed information is 
known, e.g., allowances paid to student personnel (if any) or what 
salaries are estimated for the graduate nurses on general duty? Only ten 
dollars a month difference per nurse for a hospital employing one hundred 
general duty nurses increases the budget $12,000 per year. Knowing 
the particular local conditions existing in our own situation, a basic rate 
of $60 per month with maintenance is estimated for the general duty 
nurse. This is conceded to be low and should not be considered a criter- 
ion. Conversely, the allowance paid students in training is $5, $7, $10, 
per month per junior, intermediate, and senior student. 


It is known, too, that many charges included in the maintenance of 
training schools in many institutions are not included in the Paterson 
General Hospital budget. For special lectures such as Public Health, 
Tuberculosis, Psychology, Massage, friends qualified in these specialties 
are called upon to donate their services until more favorable economic 
conditions. Likewise, it is the practice in many institutions to employ 
educational and social directors (aside from the usual teaching per- 
sonnel) graduate nurse supervisors for the nurses’ residence and part or 
full time teachers in dietetics, social sciences, etc. Such additions 
naturally add much to the proficiency of the department but necessitate 
an increased budget. In our own institution, the administrative and 
supervisory nursing personnel would remain constant irrespective of the 
type of nursing service, with the exception of eliminating two full time 
instructors specifically assigned to our teaching program. 

In 1930 a study was reported by Neergaard, Brough, and McNicol, 
“Study of Nursing Costs With or Without a School” (Transactions of 
the American Hospital Association, Vol. 32, 1930). In 1932 the 
Bulletin of the American Hospital Association for 1932 published “A 
Study of the Yearly Expenses of the Training School for Nurses at the 
Massachusetts General Hospital.” Appended is a report of statistics for 
several hospitals included in these studies: 
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Graduate Supervisors Average 

and General Pupil Daily 

Duty Nurses Nurses Census 
Hospital A . $1,897.72 $ 948.24 242 
Hospital B . ee ree . 2,028.88 1,018.21 168 
Hospital D .... rere, 7) oS IFZAZ 130 
Hospital E .. ree a 1,077.52 91 
Hospital F vis one Agere 914.84 91 
Massachusetts General Hospital 1,364.77 546.23 381 


Average these several reports, the actual increase in operating with 
graduates, supervisors and general duty nurses, instead of student nurses 
is as follows: 


—Average Yearly Cost— Daily 

General Duty Student Census 
Neergaard’s Study . $1832.95 $986.03 144 
Massachusetts General Hospital 1364.77! * 546.23 ° 381 
Paterson General Hospital. . 1498.83 4° 678.38 ° 217 


It has been mentioned that a salary of $60 per month with mainte- 
nance for general duty nurses was used in our study knowing local 
circumstances. The report of a questionnaire of what neighboring insti- 
tutions are paying per month is as follows: 


Orange Memorial Hospital, Orange, N. J. $75 with maintenance 
Warren Hospital, Phillipsburg, N. J. . with maintenance 
Jewish Memorial Hospital, New York 90 with maintenance 
Montefiore Hospital, New York....... 75 to 90 with maintenance 


Mr. Neergaard reports that “hospitals maintaining schools require a 
nursing personnel which is 22% larger than where graduate nurses and 
aids are used. Paterson General Hospital study shows an increase of 
23.6%. 


1In connection with the foregoing statistics we desire to point out that the 
methods used in accumulating the various costs relative to salaries and mainte- 
nance of graduate nurses and student nurses at the other hospitals shown above 
are unknown to us and possibly are not on bases comparable with those em- 
ployed in accumulating similar expenses at the Massachusetts General Hospital. 

While we have made a comparison of the yearly costs of graduate nursing 
and student nursing at the Massachusetts General Hospital with costs at other 
hospitals, it should be borne in mind that the average daily census of patient 
days at the General Hospital of the Massachusetts General Hospital for the 
year 1930 amounted to 381, a daily average much higher than any reported for 
other hospitals under comparison. Thus it will be seen that we are making a 
comparison of the yearly cost of the student nurse at a large hospital with the 
cost of the student nurse at smaller hospitals where the cost per student nurse 
is higher. For illustration, if the number of student nurses at the Massachusetts 
General Hospital should be reduced one half, as regards the total of accepted 
students, probationers, Ssadent nurses on affiliation, and affiliates at the General 
Hospital, and if we assume that the same training school personnel is necessary 
to teach and administer these nurses, there would be an increase in cost of 
approximately $150 per year per student nurse because of the decrease in the 
size of the training school. 

?Estimate general duty salaries at $80 per month. 

3 Does not include interest, depreciation, and insurance on nurses’ home. 

4Estimate general duty salaries at $60 per month. 

> Does not include interest, depreciation, and insurance on nurses’ home. 


April, 1935 [135] 








THE BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


Massachusetts General Hospital study states that three graduates are 
required for four students. Using this ratio some 69 graduate nurses 
would be necessary in our institution. Our study provided for 66. 


Conclusion 


It would be inestimably more costly to maintain the nursing service 
in the Paterson General Hospital under a plan of general duty graduate 
nurses as against the present training school program. 

Cost of Nursing Service With Training School, 1934... $74,622.71 

Cost of Nursing Service Without Training School, 80% 

ERP meer ts nanny ve Sree Tee eee 98,962.31 

or an increase without the School of 24.6% 

These figures represent departmental salaries after two salary reduc- 
tions and restoration of the original schedules will proportionately in- 
crease this percentage. 


ESTIMATED COST OF NURSING WITH TRAINING 
SCHOOL—1934 


Yearly Estimate Based on Personnel and Existing 
Salaries as of October, 1934 


Salary 
Personnel Number (per month) Total 
Administration 
Superintendent of Nurses........... ae eee 
Assistant Superintendent ........... A ee 
Night Superintendent ............. re eee er 
Assistant Night Superintendent. .... . ee os ape oe 
SP ce eee ee Te i aan ae 
Teaching Staff 
Praceicsl Tmetvector ............... ee Sr ee 
Theoretical Instructor ............. ae es Oe Se ir 


Operating Room 


PE eh woe Ps OS eid 2 Sa 

Assistant Supervisor ............... ee 

Gauze Room Attendant............ ee rer 

Operating Room Attendant......... ee oe 

Operating Room Orderly........... eee ee ee 
Eye and Ear Infirmary 

BN ncn side Wie pd exrey a Hx wid Z RL Soe ee |. ake 
Floor Supervisors (Private and Wards) a Meee. eed 
Out-Patient Department ............ Pe ae, Ws hha 
Emergency and Admitting Room...... SR or 
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Salary 
Personnel Number (per month) Total 
Maternity Department (Priv. 4 and 5) 
Ee Pree ete eee Bite eel. . Sees 
Delivery Room Attendant........ BR Ogg © 5 oR 
Delivery Room Orderly... . Be < Guletes ~ “egret 
Nurses’ Home (Maintenance) 
a ee fate Bi een 
I sr 5 a Ga hale Weta ee S. vwiesew “ak wee 
Pur CH OE)... 6 ks. c seen er aa 
Nurse Attendants .. 0... eee ee sens / Sn Cr ne ee ST 
Ovdeslics and Porters................ re 
Total Nursing Department, exclusive 
Of Students ..... <6. i.-5ccna: . 44 2,923.50 
Estimated Total Personnel Days, 1934 14,840 
Total Student Days, 1934. ohne cy 2 GSA 
Total Preliminary Days, 1934......... 3,960 
Total Nursing Department Days...... 46,677 


SCHEDULE OF STUDENT PERSONNEL AND STUDENT NursInGc Days 





Geutent Dye, 1904... ... 2.0 cs 26,877 

Preliminary Days, 1934.............. 3,960 

Total Student Days........... isos» SGS37 
Does not include affiliation days. 

ROSTER OF SCHOOL, SCHEDULE OF ADMISSIONS AND 
NovEMBER 15, 1934 SEPARATIONS OF STUDENTS 
NEMION Sees ore eet eS Admitted Separated 

Intermediates .......... 31 February, 1934.... 17 7 
OC) Cae 10 September, .1934.... 24 a: 
Preliminaries .......... 23 
I ido eh teeta. 92 
Estimated Annual Cost Per Student ................. $ 678.38 
Estimated Annual Cost Per Graduate General Duty 
Cet MEINE Sik dota nade eee waa wee ... 1498.83 
Estimated Annual Cost Per Graduate General Duty 
Cee NS oi fs Lee Seer ese eer sae ces ... 1564.00 
Estimated Number Graduate General Duty Nurses (80%)....... 66 
(twenty-four hour duty) 
Estimated Number Graduate General Duty Nurses (50%)....... 61 


(twenty-four hour duty) 
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RECAPITULATION 


TOTAL SALARIES AND WAGES 


Nursing Staff exclusive of students (monthly) 


ETS SECS 0: | Oa ov ee ee $35,082.00 
Total Allowances for Students (Jan. to Nov. 1934 actual, 

ee 6,553.00 
Total Salaries and Wages Paid........................ $41,635.00 
RiGostror Hviedls, “AG5677 S768 ook cans ea besa keke 26,605.89 
eer Lieyees se 
ee re 892.31 


Cost of Light, Heat, Power and Water (Nurses’ ‘Home) 2,312.00 
(Personnel Per Capita Rate; 136 $17) 
Cost of Graduation Pins and Diplomas............ ee 158.84 


$74,622.71 


STATEMENT OF EsTIMATED ANNUAL EXPENDITURE OF NURSING 
SERVICE WITHOUT TRAINING SCHOOL (80% Capacity) 


Recapitulation 
Estimated Salaries and Wages per Month (110)....... ..$ 5,986.50 
Estimated Annual Salaries and Wages ($5,986.50  12).. 71,838.00 
VCost of Mises (110 K 360 & S7c).... «2.66... .. 22,572.00 
PU I So eon sed od eRe eR 2,682.31 
Cost of Light, Heat, Power, and Water (Nurses’ Home) 
(Personnel Per Capita Cost; 110 & $17)......... 1,870.00 


Total Cost of Maintaining Nursing Service (80% Capacity) . $98,962.31 


STATEMENT OF EsTIMATED ANNUAL EXPENDITURE OF NuRSING 
SERVICE WITHOUT TRAINING SCHOOL (509 Capacity) 


Recapitulation 
Estimated Salaries and Wages per Month (102)... ..$ 5,414.00 
Estimated Annual Salaries and Wages ($5414 12). 64,968.00 
“ak ae We CORE ROK FFE) i ws ee es 20,930.40 
ee ear ee Leone @ gee 
Cost of Light, Heat, Donnie, and Water Glen Home) 
(Personnel Per Capita Cost; 102 & $17)......... 1,737.00 


Total Cost of Maintaining Nursing Service (50% Capacity) . $95,403.11 


*Includes cost of raw food, salaries, supplies, fuel, replacement and repair. 

7Estimated laundry cost includirs labor and supplies. Does not include 
power and capital charges. 

tActual cost of purchase of nurses’ uniforms, bibs, aprons. 
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Children’s Hospitals of the 
United States and Canada 


Social Service—Supplementary Report— 
General Summary 


CLIFFORD G. GRULEE, M.D., and GEORGE F. MUNNS, M. D. 
Chicago, Illinois 


Social Service 


HIS REPORT includes not only the original 35 hospitals but also three 
Tae are included in a supplementary report. 

Of the 38 hospitals, 35 have social service departments. (Table 
I.) One has no social service department; one carries on social service 
work, but not as a separate department; one failed to reply. Among 
those in charge of social service work, only seven indicate that they have 
had definite social service training. This department is conducted in 16 
instances by nurses, in one instance by a physician, and in seven instances 
by individuals having a college degree. In five instances no reply. to 
“qualifications” was given. It is surprising that only one-fourth of the 
replies indicate that those in charge of the social service work have had 
special training. Physicians and nurses are no more qualified for the 
direction of social service work, unless they have had special training, 
than a social service worker is qualified for nursing or medicine. 

In each of the 35 hospitals the social service worker is a full-time 
worker. The number of social service workers in the respective depart- 
ments varies from one to 14, the usual number being two to four work- 
ers. In only four instances are these part-time workers. 

Sixteen hospitals investigate all patients that come to the hospital; two 
investigate all except private cases; two investigate only free and part-pay 
patients. Thus, 20 hospitals investigate practically all their patients since 
the number of private patients is so few as to be negligible in most of 
these hospitals. 

In 31 of the hospitals interviews with parents are held; eight investigate 
the homes in all cases and 24 in special cases. One even makes monthly 
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home visits. In 10 instances the hospital social service investigates the 
ability of the patients to pay, while 12 make no such investigation. Two 
investigate by special social service workers, three by the admitting officer, 
one by the judge of the county, and three on free cases only. 


As to case history taking, 19 take a social history in all cases; 12 file 
this social history with the medical history; two file part of it, two a 
summary, and one by request. Eighteen file their social histories with 
the bedside notes and in 22 hospitals an abstract is filed with the history 
of the case. 


Concerning convalescent care (Table II), the social service arranges 
for this care in 26 hospitals; among others only in some cases, and in 
five not at all. Twenty-nine hospitals have convalescent institutions 
available; in one a small charge is made. Twenty-six have foster homes; 
one for pay patients only. In 12 instances arrangements for convalescent 
care are adequate, while in 21 they are not, and one answers “fair.” 
Concerning the follow-up of cases, 26 follow up all cases, while nine fol- 
low up cases as indicated by the need or desire to do so. In 36 instances, 





Table III. 
--Social Service Support—, -——Committee in Charge— —~ 
Hospital Outside Phy. Rep. on 
Hospital Funds Funds on B. Mers. 
Yes No Yes No Yes 
Yes No Yes 3 Yes 
Yes Pete Yes No Yes 
No Yes Yes No Yes 
Part Part No Pere ones 
No Yes Yes No Yes 
Yes Tasers Yes Yes Yes 
Yes No Yes 1 Yes 
Yes No Hosp. Officers 
Part Part No 
Yes No No ae Moxie 
Yes “ane Yes Yes Yes 
Yes ee Yes aaa Yes 
Part Part No No No 
Yes ae No ii eats 
No Yes Yes Yes Yes 
Part Part Yes 1 Yes 
Part Part Yes No Yes 
Yes eee Yes 1 Yes 
No Yes Yes No Yes 
aban Yes No — itee 
Yes No No No No 
Yes No No cess arse 
Yes No Yes 1 Yes 
Yes No Yes 2 Yes 
Yes No No ee Baie 
Yes No Yes es Yes 
Yes mae Yes No Yes 
Yes No Yes No Yes 
Yes No Yes No Yes 
Yes No No No No 
No Yes No Pee 
Yes No Yes No Yes 
Yes No No No No 
Yes No No os 
Yes caee Yes No Yes 





[142] April, 1935 








THE BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


the social service assists in returning the patients for further hospitaliza- 
tion if that is necessary. 

Twenty-five departments use volunteers indoors and 11 do not. The 
number of workers varies from one to 85, the usual number being four. 
Twenty-one employ volunteers outdoors and 12 do not. The number 
varies from one to 30, the usual number being three. 

In 25 instances the social service is supported (Table III) by hospital 
funds, in five by outside funds, and in five partly by the hospital and 
partly by outside funds. Twenty-two have a lay committee in charge 
of social service, 10 have a physician on this committee, and in 22 in- 
stances the social service is represented on the board of managers. 

Thirty-four of the 38 hospitals have social service workers in the 
dispensary (Table IV); the number varies from one to 20, the usual 
number being two. In only six cases are the workers for the dispensary 
only. In 19 instances all new cases are seen by social service; in nine 
those selected by the physician; and in six only special cases. Eighteen 
take a social history on all patients; 14 send all such histories taken to 
the physician; in two instances this is done by request only and in one 
instance only a summary is sent. In 14 instances only the important 
case histories are sent to the physician, four give verbal reports, and two 
give verbal reports if requested. Eighteen file the social history with 
the clinical record; one files a summary and one files part of a history. 
Twenty-three keep a separate file for social histories and 27 keep these 
histories in a permanent file. 

Twenty-nine departments make home visits, two occasionally, and in 
one instance the home visits are made by the city health nurse. In 29 
instances these home visits are made to check conditions and in two 
cases they are occasional. Twelve make calls to check ability to pay, 
two occasionally, and one on free cases only. 

Twenty-seven use volunteers (Table V) in the social service; the 
number varies from one to 91; 18 have 20 or less and these work one- 
half to six days per week for the 15 dispensaries which reported. Only 
five have irregular attendance. In 24 instances these workers are trained 
as follows: 17 by the director of social service; two by the head nurse; 
two by a regular worker; one by the superintendent; and one by the 
assistant superintendent. In one instance no training is given. In 26 
instances, these volunteers are said to be satisfactory. In the one case 
where they are said to be not satisfactory they are not trained. In one 
instance the work is said to be fair and in one the volunteers have been 
introduced too recently for a report to be made. The work of the 
volunteers is as follows: In nine dispensaries they assist the doctors and 
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nurses; in 16 they do clerical work of typing and filing; in seven they 
do follow-up work; and in 10 they take histories on the patients. In 
seven they form the motor corps; in four they help with the occupa- 
tional therapy; and in 14 they do reception room work. In four they 
work in the record room; one runs errands; in 11 they do secretarial 
work; one does social case work; and in three they take care of sup- 
plies. 


Summary 


If there is one place where social service work would seem to be neces- 
sary, it is in a children’s hospital and it is interesting to note how gen- 
erally the children’s hospitals in this country and Canada are aware of 
the fact. It is peculiar, however, that they have not considered it neces- 
sary to employ persons specially trained in social service work in so 
many instances. Only 20% of them have such service. However, the 
social service worker is, practically in all instances, a full-time worker. 
We find it impossible to judge whether the number is adequate from 
the figures given. 

The extent of investigation of patients by the social service seems to 
vary somewhat with respective local conditions, but generally the situa- 
tion seems to be ably handled. In comparatively few, however, is the 
ability of the patients to pay determined by the social service worker. 

There is considerable variation in types of social histories and in the 
disposition of these. On the whole, there seems to be adequate co-opera- 
tion with the medical staff with respect to the social histories in these 
hospitals. 

It is surprising that such a large number of hospitals have convalescent 
care for their children, but it is not surprising that in most instances the 
available beds are inadequate. Only in recent years has convalescent care 
of hospital patients begun to receive the amount of attention which it 
deserves, perhaps partially due to the fact that it is so much cheaper to 
care for a convalescent in a convalescent home than in a hospital. Foster 
homes are used in many instances and here, too, the service is inadequate 
to meet the need. The follow-up of these cases is quite satisfactory and 
in every instance the social service is used for recall of patients to the 
hospital. 

Volunteers are employed in practically all of the hospitals. They are 
employed both indoors and out and are assigned to various duties such 
as maintenance of libraries, occupational therapy assistance, assistance in 
recording and caring for histories and records, transportation for patients, 
etc. The support of the social service is in most instances by the hos- 
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pital itself, though in some instances it is carried on by outside agencies. 
It is a surprising fact that in only 10 instances is there a physician on 
the board in charge of social service. This would seem to be a strange 
oversight on the part of those in charge of social service and should be 
corrected. 

The social service in the dispensaries of these hospitals is carried on 
very much the same as it is in the hospital, both as to social histories and 
home visits. The volunteer work is quite extensive, but the type of 
work assigned to volunteers is most varied. 


Supplementary Report—Three Hospitals 
Omitted in the Original Report 


Three children’s hospitals omitted in the original survey are considered 
in the following report: These hospitals are located in Oregon, Texas, 
and Pennsylvania. In the combined reports 38 children’s hospitals in 
this country and Canada are considered. 


Professional Staff 


Patients in the wards are under the exclusive care of physicians ap- 
pointed to the attending staff in each hospital. 

Two hospitals have specialists on the attending staff in all specialties 
considered in the original report; one lacks an attending psychologist and 
a specialist in oral hygiene. In one instance the specialists visit at regu- 
lar intervals, in the case of the other two they are often “on call” only. 
In one instance the medical director is employed full time, otherwise 
there are no full-time physicians on the attending staff and none receive 
a salary except in one instance in which the pathologist, roentgenologist, 
and dentist are paid a salary. The attending staff has duties in the dis- 
pensary in each hospital. 


House Staff 


Among the house staff these hospitals report four, three, and one resi- 
dents, respectively. Each one serves for one year and has definite dis- 
pensary duties. One hospital requires preliminary training of at least one 
year of pediatric internship, two require only one year of rotating intern- 
ship. The salaries are respectively $100, $75, and $40 per month. 
Women are not eligible for the residency in one hospital. Only one em- 
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ploys an assistant resident. In this instance one year of preliminary gen- 
eral internship is required. The length of the service is one year, women 
are eligible, and the salary is $40 per month. 

One hospital employs no interns but has four residents. The other 
tworhospitals employ two and 11 interns, respectively. In both of these 
hospitals women are eligible. Salaries are $25 and $17 per month. In- 
ternships are open to graduates of Class A schools. The length of the 
service is one year in each, and in both hospitals the intern has duties in 
the dispensary. 


Two of the hospitals are connected with a medical school, the third 
affords opportunity for study to postgraduate students. Clinics and 
ward rounds for students are held in each hospital. These are also open 
to practicing physicians. One hospital has a definite course of post- 
graduate instruction. 


Clinical and pathological conferences are held regularly in two hos- 
pitals; these occur once weekly. One institution has no pathological 
conferences. 

The two hospitals employing interns afford them special instruction in 
x-ray and in the pathological, bacteriological, and serological laboratories. 
This instruction is chiefly in diagnosis. There is no special instruction 
in physiotherapy except in one instance where it is available if the intern 
is especially interested. Neither hospital affords special instruction in 
diet and nutrition other than that available on any general medical 
service. 


Medical libraries and facilities for research are available in each hos- 
pital. 


One hospital does not have observation wards; instead individual rooms 
are used for isolation in suspected contagion. 


Routine blood counts, urine analysis, histories, physical examination, 
vaginal smears, Von Pirquet or Mantoux tests, and Wassermann and 
Kahn tests are done before admission to the wards in one hospital, one 
omits the Von Pirquet and Wassermann tests. One only takes routine 
throat cultures for B. diphtheria. One hospital did not reply to this 
portion of the questiennaire. 

Two hospitals send special cases such as pneumonia, acute upper res- 
piratory infections, impetigo, erysipelas, etc. to the general wards but 
use isolation room systems if precaution is indicated by the particular 
case. One does not admit gonorrheal vaginitis, two do not admit gonor- 
rheal ophthalmia. One hospital did not reply to this section of the 
questionnaire. 
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Superintendent’s Section 


Each hospital is located in a residential district. One in a quiet, good 
district, one in a noisy, poor district, and one in a moderate district. 


None of them has playground facilities in the grounds of the hospital. 


The respective bed capacities are 75, 82, and 75, including cribs and 
bassinets. The age limit for patients in two hospitals is 14 years and in 
one there is no age limit (probably refers to general hospital with which 
it is associated). Two have special wards for medical and surgical cases 
only, none has special neurological wards, and only one has special wards 
for otolaryngological cases. None has special wards for contagious cases. 


Some types of illness are excluded in each hospital. One excludes pul- 
monary tuberculosis, contagious diseases, and acute infectious venereal 
diseases. A second excludes tuberculosis, chronic mental cases, and con- 
tagious diseases unless the patient can afford a day and night nurse. The 
third excludes primary syphilis, gonorrhea, active tuberculosis, impetigo, 
scabies, and the contagious diseases. Only one maintains a ward for 
contagious diseases. 


The total number of patients admitted to each hospital in 1932 was 
2,228, 9,635, and 2,235 respectively. In the same order hospital deaths 
were 73, 280, and 111. All hospitals accept both colored and white 
children. They are segregated in one hospital. One hospital does not 
have private rooms for children, the other two have nine and 18 respec- 
tively. 

One hospital derives 96% of its funds from the state, the remainder 
from patients. One from the state (1/3), endowment, Community 
Chest, and patients. One does not reply. The cost per patient per day 
in the respective hospitals is $4.58, $4.82, and $3.50. 


The superintendent is a physician in one hospital, a registered nurse 
in the second, and a layman in the third. 


Nursing 


Only one hospital maintains its own complete nursing school, the 
course is for three years and the average number of pupil nurses is 117. 
However, the other two hospitals afford instruction to afhliates from 
other schools. The section of the questionnaire concerning the number 
of duty nurses assigned to various wards and the length of their assign- 
ments and proportion of number of nurses to patients was not answered 
in two of the questionnaires. The third indicated that the proportion 
of nurses to patients is sufficient for efficient care. 
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Operating Room 


The operating rooms are in charge of experienced graduate nurses in 
each hospital. The number of operations in the last fiscal year were 
respectively 1,691, 6,419, and 1,787. 

Pupil nurses are given instruction in the preparation of infant foods 
in each hospital. The length of the assignments in the respective hos- 
pitals are five, 14, and 30 days. Two hospitals afford instruction in the 
preparation of children’s diets, the length of the respective assignments 
in each course being five and 14 days. Two hospitals afford all nurses 
practical experience in the social service department. ‘This is a two 
weeks’ assignment in one and a month’s assignment in the other institu- 
tion. 

Pupil nurses are not assigned to night duty in one hospital, the other 
two permit them to go on night duty during the latter part of the first 
year. 

A graduate nurse is in charge of the wards during the day in each 
hospital. Pupil nurses serve in this capacity at night in two of the 
hospitals. 

Supervising nurses are also employed in each hospital, the number be- 
ing five, 10, and one respectively. 

The total number of hours devoted to classroom, laboratory, and dem- 
onstration work is 60 hours for the three-month affiliate course in one 
hospital, 489 hours for the three-year affiliate course in the second, and 
803 hours in the third hospital, which maintains its own complete school. 
Although one hospital does not have its own complete nursing school, 
through co-operation with a university group a three-year course in 
pediatric nursing is available. 

Postgraduate instruction in pediatric nursing probably is available in 
each hospital although none of them states that there is a definite course 
in that type of instruction. 

None trains nursery maids, none affords opportunity for training in 
an affiliated nursery school or kindergarten, and none uses ‘‘ward helpers” 
on any wards. 

Separate towels, thermometers, and wash cloths are provided for each 
infant and child in all hospitals except one, which does not provide a 
separate thermometer for each older child. 

In all hospitals separate gowns are provided for handling each baby 
and used only for that baby when ‘deemed advisable” or in infected 
cases. Ordinary isolation technique is used in all hospitals to prevent 
cross infection. 
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X-ray 

Each hospital has x-ray diagnostic facilities although in one instance 
the x-ray department of another hospital four blocks distant is used. 
Full-time technicians are employed in each department and the facilities 
of the respective departments are available at any time during the day 
or night. All departments are equipped for high speed superficial and 
deep radiography and all have a fluoroscope, are able to take stereoscopic 
plates, and have a portable machine. 

Interns do x-ray work for one month as part of their regular training 
in one hospital, in another the work is optional, and in the third it is not 
available. 

Two hospitals consider that their x-ray equipment is adequate; the 
third, of course, has no equipment of its own. 

The hospital x-ray departments also serve the dispensary in two hos- 
pitals and outside physicians in one instance. 

The number of x-ray plates taken during the last fiscal year were 
1,070, 4,122, and 589 respectively. The number of deep and superficial 
treatments in one instance was 11, in another 1,403 and in the third 
case there was no reply. 


Laboratory Facilities 


Each hospital has a director in charge of all laboratory work. In two 
instances he is a full-time director. In one instance he is available only 
four hours daily. 


Pathological Facilities 


Two have full-time directors of the pathological laboratory. Three 
have full-time technicians for the pathological laboratory. 

Interns do routine laboratory work in none of the hospitals. 

Each hospital considers its facilities adequate for its needs. There 
are available facilities for research work in two hospitals. The number 
of autopsies performed as compared to deaths during the last fiscal year 
were respectively as follows: 50:73, 117:280, and 30(?):51. 


Clinical Laboratory 


There are full-time directors in two hospitals and full-time technicians 
in three. 

In no instance do interns perform routine laboratory work. Blood 
chemistry is done in all laboratories. Satisfactory “fume hoods” and 
colorimeters are available in each laboratory and each has satisfactory 
equipment for basal metabolism tests. Each laboratory reports that it 
considers its equipment adequate, and all have facilities for research work. 
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Bacteriological Laboratory 


Only one hospital has a full-time director; all have full-time tech- 
nicians. The interns in no instance do routine bacteriological work. 
All have electric incubators, two make their own media, and one buys 
them from a supply house. 

Two laboratories keep animals for experimental work. All consider 
that their laboratory facilities are adequate for their needs and two have 
facilities for research work. 

Serological Laboratory 

There is a full-time director in only one instance. All have full-time 
technicians. In no instance do interns perform routine laboratory work. 
Wassermanns and Kahns are done in each laboratory. All laboratories 
consider their equipment adequate for their needs and two provide facili- 
ties for research work. 


Laboratory (Miscellaneous) 


Two have facilities for simple photography and one for color photog- 
raphy. One has facilities for motion picture photography. 

An electrocardiograph is available in each hospital. 
Physiotherapy 

All hospitals have facilties for physiotherapy and in each the depart- 
ment is separate. There is a full-time director in one department and a 
full-time technician in another. No department has both a full-time 
director and technician. 

All departments have facilities for dry heat, moist heat, massage, ultra 
violet light, diathermy, and electricity and in each instance they may 


be used at the bedside. 
Diet Kitchen 


All have graduate dietitians in charge of the department. The dieti- 
tian has entire charge of the menus in two hospitals, but only the special 
diets in one. 

“Standard special diets” are prepared by co-operation of the dietitian 
and the medical personnel in all hospitals. 

Social Service 

(To be included in special report along with that of 35 children’s 
hospitals covered in previous reports.) 
Occupational Therapy 

This activity is lacking or poorly developed in all hospitals. 
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Education 


Schooling is provided for children by a public school teacher in one 
hospital. In the second this work is done only by volunteer workers 
and in the third is available only to cardiac patients and is carried on 
by a university student teacher. 

Provision is made for the play activities of convalescents in only one 
hospital and in that instance the work is performed only by volunteers. 


Dispensary 


General.—Each of the three hospitals not included in the first report 
maintains an associated dispensary in the same plant with the hospital. 
One dispensary occupies four floors, in the others, two each. The dis- 
pensary occupies the entire building in each instance. The number of 
waiting rooms are respectively six, two, and four; the number of examin- 
ing rooms 60, 26, and 10. One has no isolation rooms. 

The average daily clinic attendance in the same order is 425, 150, and 
221 persons and the total attendance for the last fiscal year 20,000, 
9,205 and 67,569 persons. Discrepancies appear in the figures reported 
to us in two instances for obviously a daily attendance of 425 when the 
clinic is open six days weekly as it is in each instance would equal a total 
of considerably more than 20,000 for the year and the same thing is 
true where attendance figures are reported of 150 daily and 9,205 for 
the year. New patients in each clinic reported for the last fiscal year 
are respectively 12,000, 4,311, and 4,988 individuals. 

Few cases in any instance come from more than thirty miles away. 
None are seen only by appointment. All charge a fee of 25 cents for 
the first visit and 10 or 25 cents for subsequent visits. 

In each dispensary patients who are able to pay physicians are rejected. 
Eligibility is determined by social service departments. 

Organization.—Two dispensaries have medical directors and in each 
instance he is directly connected with the associated hospital. 

Each dispensary has available specialists in practically all specialties 
listed in the questionnaire. Pediatricians are in regular attendance in 
each instance and general medical clinics are held daily. Specialty clinics 
are not held daily in any dispensary. Usually they are held once or twice 
weekly except in one instance in which the eye clinic is held daily. 

Special_—The professional staff serves in both hospital and dispensary 
in two instances; one did not reply. 

Each dispensary obtains and files case records on all cases and these 
clinical records accompany the patient if he is admitted to the hospital. 
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All refer patients discharged from the hospital back to the clinic for 
follow-up and the hospital records are available there if they are needed. 
In only one instance are all cases first seen by the medical department. 

In each instance cases suspected of contagion are immediately put into 
isolation. 

Medical students receive instruction in each dispensary. In each in- 
stance the dispensary is organized into special clinics, such as cardiac, 
nephritic, diabetic, tuberculosis, et cetera, as listed in the original report 
and all can offer service in practically all of the usual specialties. Two 
dispensaries maintain separate clinic sessions for infants. 


Laboratory Facilities—Clinical 


Two dispensaries use the hospital laboratory. One has its own labora- 
tory but does not consider its facilities adequate. 

Blood, urine and stool examinations and blood chemistry specimens 
may be done in each dispensary. None of the three dispensaries has a 
special laboratory for serological or bacteriological work. 

Photographs are taken in the dispensary in one instance. 

One dispensary has a separate x-ray department but may also use the 
hospital department. As previously noted these departments are consid- 
ered adequate for their needs. 

Two have facilities for physiotherapy in the dispensary. 


Nursing 


There is a head nurse in charge of each dispensary and two have 
supervising nurses as well. Two employ no other graduate nurses. One 
employs seven graduate nurses in addition to the head nurse and super- 
visors. 

Two train students and postgraduate nurses in the dispensary. In no 
instance is home visiting carried on by the nurses. 


Pupil Nursing—T raining 

One dispensary has no pupil nurses on duty. The other two employ 
10 and three respectively, the length of the service in the same order be- 
ing two months and one month. All pupil nurses get experience in all 
departments of the dispensary in these instances. 


In no instance do pupil nurses do home visiting. 
Social Service 


Each dispensary has a social service department, the number of 
workers being respectively three, two, and six. In only one instance are 
these workers used only for dispensary cases. In only one instance are 


[154] April, 1935 








THE BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


all new cases first seen by the social service department. However, each 
reports that social histories are taken in all cases seen and these are avail- 
able to the attending physicians. Social histories have a permanent sep- 
arate file in each clinic. The social service makes home visits in two 
instances. 

All dispensaries use volunteers. They are in regular attendance and 
their work in each instance is considered satisfactory. 


Dietitian Service 

Two dispensaries have dietitians assigned them, but only one for the 
dispensary alone. These dietitians see new cases only when they are re- 
ferred by the clinicians and if it is necessary they are seen at proper 
regular intervals thereafter. 


One dispensary supplies practical teaching in the preparation of diets 
to the dispensary patients. 


General Summary 


HIRTY-EIGHT children’s hospitals in the United States and Canada 
have been reviewed in previous reports. One of these hospitals was 
closed some time before the publication of the first report. 

All of these hospitals are located in large cities with two exceptions, the 
Children’s Hospital of Iowa City and the Children’s University Hospital 
of Ann Arbor, Michigan. These two hospitals are teaching institutions in 
connection with medical schools. Three of the hospitals are in Canada, 
38 (now 37) are in the United States. The distribution of the hospitals 
is not even; the northeastern part of the country has the largest number 
of these institutions. We find only eight west of the Mississippi River and 
of these four are on the Pacific Coast. The others are to be found one 
in Kansas City, one in Iowa City, one in Denver and one in St. Louis. We 
might add the one in Winnipeg, Canada, to this group. The total num- 
ber of beds in all hospitals is divided as follows: (5-600) bassinets; 
(15-1,600) cribs and (3,700-4,000) beds. Private rooms constitute only 
about 8%. Wards predominate and about 60% of the wards are divided 
into cubicles. 

The institutions are usually located in fairly good neighborhoods. The 
cost per patient per day varies from $1.87 to $9.21. 

As near as can be estimated from the White House Conference statistics, 
children’s hospitals contain approximately 1/15 of the beds for children 
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in the country. We may be sure that all beds reported as for children 
in children’s hospitals are used for children. Quite the contrary is true 
in general hospitals and the statistics derived from those sources are un- 
reliable, so that it is altogether likely that the beds in children’s hospitals 
constitute more nearly 1/10 than 1/15 of the hospital beds for children 
in the United States. We note with interest that only a very small 
proportion of the beds, not to exceed 8‘, are in private rcoms. It 
should be borne in mind that private rooms are by no means always 
used for the care of private patients for in most children’s hospitals, these 
private rooms are often used for the care of seriously ill children and 
frequently these are charity cases. This fact brings out another very 
definite characteristic of the children’s hospitals of this country and that 
is that they are essentially charity hospitals. We are pleased to report 
that in most of these children’s hospitals medical teaching is done. Many 
of them are under the direct control of medical schools and many more 
are used for teaching purposes by medical schools. All physicians know 
that where such teaching facilities are provided in hospitals, the care of 
the patient is usually far above the general level of the care of patients 
in other hospitals of the same community. These facts in themselves 
speak very strongly for the excellence of the children’s hospitals. 


The hospitals derive their income from various sources. Many of them 
are city, state, or county institutions. Others are supported by local com- 
munities and others largely by funds from endowment. No children’s 
hospital so far as we are able to determine is at all near being self-support- 
ing. Asa rule, the income derived from patients is an exceedingly sma!l 
proportion of the total income. We doubt if any children’s hospital in the 
United States or Canada derives 5% of its income from patients. 


As far as the personnel of the hospitals is concerned we should first 
consider the superintendents. The position of the superintendent in a 
modern hospital is one which requires excellent technical knowledge and 
much special training. Many of the superintendents of hospitals have 
grown up in hospital work and the primary object of their early training 
has not necessarily been to fit them for that position. The time is fast 
approaching, however, when we must expect the superintendents of hos- 
pitals to be specially trained individuals and we will not choose them 
because they happen to have been previously associated with the hospital 
in some other capacity in which they showed good ability. One finds 
that among the group acting as superintendents of the children’s hospitals, 
a rather large group has been registered nurses. There is, of course, no 
reason why a registered nurse or a physician might not make a good hos- 
pital superintendent, but the fact that an individual is a physician or a 
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registered nurse is no special recommendation for such a highly specialized 
position. We have no means of knowing whether the superintendents of 
these children’s hospitals have had special training or not. 


The attending staffs are adequate in practically every institution and 
are probably as good as can be obtained in the community since most of 
the hospitals are in connection with medical teaching centers. 

As to the house staffs, there is a rather general recognition of the need 
for residents and the functions usually assigned to them. Many employ 
assistant residents as well and all provide for internships. It should be 
said, however, that some of the children’s hospitals have interns who take 
part-time rotating services in general hospitals. Where this is true, the 
length of the service in the children’s hospital is usually so short that the 
service to the hospital is practically of no value and the amount of knowl- 
edge gained by the intern is so small as to be only misleading. Intern- 
ships for less than six months should be abolished. As previously men- 
tioned, the children’s hospitals probably have been among the first to 
recognize and meet the responsibilities of all hospitals in their com- 
munities. They not only take care of a large number of charity cases, 
but they provide means for teaching physicians, medical students, and 
many have courses for nursery maids and laymen to an extent that is 
not duplicated to our knowledge in other hospital groups. In other 
words, the teaching facilities in children’s hospitals as viewed by our 
present standards are excellent. One of the essential functions of the 
children’s hospitals is to disseminate knowledge regarding the child to 
all groups of the population. In general this work is well done. 

The exact equipment and facilities of a hospital are difficult to deter- 
mine from a questionnaire but judging by the questionnaires which we 
have reviewed it seems to us that these facilities are modern and adequate 
in most instances and that every means is taken to protect the children 
in these hospitals. The replies indicate that almost any type of case, if 
it is not too infectious in nature, may be brought into a children’s hos- 
pital, and there receive efficient care. Many of the children’s hospitals 
either have their own contagious wards, or have access to and co-operate 
with contagious hospitals. 

In considering the nursing facilities offered by the children’s hospitals 
in this country, we cannot formulate opinions from information con- 
cerning these hospitals alone. We must remember the somewhat frequent 
inadequacy of pediatric training for nurses in the general hospitals of 
this country and must also realize that many of these general hospitals 
send nurses to our children’s hospitals for their pediatric training. A 
comparatively small number of hospitals have the three year courses in 
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pediatric training. Probably more of these courses are needed to provide 
special pediatric training for head nurses in wards in general hospitals, or 
in the children’s hospitals. We can only say that the number of nurses 
trained in the children’s hospitals is probably too small to meet the de- 
mand for them and that this is not so much the fault of the children’s 
hospitals as of the general hospitals that have not developed adequate 
facilities for the care of children and therefore make arrangements with 
children’s hospitals whereby their nurses may receive only short and often 
inadequate training in case they expect to continue in children’s nursing. 
The training that nurses receive in the children’s hospitals, of course, 
varies greatly, but on the whole it seems to be adequate in proportion to 
the amount of time spent. The hospital training is in the hands of 
graduate nurses in all institutions and there seem to be few criticisms 
concerning it. One great criticism, however, is that most of the chil- 
dren’s hospitals have not given sufficient attention to instruction in nor- 
mal child psychology and behavior and comparatively few afford these 
nurses any experience in kindergarten or nursery school work. 

Taken by and large the physical equipment of the hospitals is good. 
Four-fifths of them at least have physiotherapy departments. The diet 
kitchens seem to be adequate. Occupational therapy and schooling are 
available in about half of the hospitals. In a few instances there is con- 
siderable room for improvement in these departments, since they can be 
important units in any hospital. It is rather surprising that more do not 
have them. Recreational facilities for convalescents are varied, but again 
this is a weak department in many instances. X-ray facilities on the 
whole are good. The laboratory and pathological departments apparently 
are fairly adequate. In many instances there is again considerable room 
for improvement. It would seem to be relatively simple for many of 
these hospitals now lacking them to provide occupational therapy and 
schooling and it is to be hoped that they will do so. 


The need for social service is generally recognized, but there is some 
question as to the adequacy of the training of some of the people who 
direct such departments. In most instances the work of the social service 
departments is very thoroughly done and volunteers are freely employed. 
The convalescent care for children, however, appears to be inadequate or 
at least can be considerably improved upon in nearly all of the hospitals. 


Of the 38 hospitals, 36 maintain dispensaries in direct connection with 
the hospital and one of the hospitals, as stated previously, has closed. The 
dispensaries on the whole reflect the general excellence of the hospitals. 
The number treated in the dispensaries varies from less than a thousand 
to 80,000 a year; the fees charged, from 10 cents to $1. The 
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dispensaries are almost without exception run in close connection with 
the hospitals and have an interlocking staff in medicine, nursing, and 
social service. While there is some variation in the type of work done, 
we may say that in general the facilities are excellent and insure efficient 
work. The dispensaries as well as the hospitals are used for teaching pur- 
poses, and in them physicians, medical students, nurses, and laymen re- 
ceive instruction. 





The Place of the Hospital Garden 
in Hospital Occupational Therapy 


NE OF THE most difficult things to combat among patients who 
C) are to be confined in a hospital over a long period, and particu- 

larly children, is the nostalgia which possesses them immediately 
following their admission. One of the major efforts of both physician 
and occupational therapist is to arrange some work which will interest 
and entertain and often instruct the patient. 


The Children’s Hospital in Akron, Ohio has been very successful in 
shortening the period of nostalgia by the planning of flower gardens for 
its patients. With the assistance of the Garden Club of that city each 
patient was supplied with pots of dirt and flower boxes, each of which 
bore the patient’s name. The children selected the seeds of the flowers 
they liked best and carefully planted, tended, and watered their gardens. 
In a little over a month’s time the porch, high above all vegetation, was 
converted into a beautiful roof garden. In all, there were 109 containers 
in which were growing 80 varieties of plants for the education and en- 
joyment of the convalescent children. 
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Certain Considerations Regarding the 
Use of Forms in Medical Social 
Case Recording 


MRS. EVELYN ANDELMAN NERLOVE 


Chairman, Records Committee, American Association of 
Medical Social Workers 


LL HOSPITALS in the last few years have been faced with the neces- 
sity to reduce expenses and to curtail the amount of work done, 
and have met this situation with every possible effort to maintain 

standards in the care of the patient. Social service, as one of the depart- 
ments within the hospital, has been confronted with this same problem. 
One phase in the program of its care of patients, the recording of social 
case work, has been the subject of scrutiny. What are the essentials of 
good recording, what are the minimum standards which should be fol- 
lowed, and how can we attain such minima? 

The needs of the record are determined by its purposes. Before we 
can evaluate standards of recording, we must, then, know what are the 
purposes of recording. In the first place, since the hospital recognizes 
the obligation to the patient and to the supporting community to keep 
a record of its care of the patient, all departments within the hospital 
should likewise assume this obligation. The responsibility to have a rec- 
ord of the social care of the patient implies the responsibility to record 
data on which the social treatment is based. The findings, and the prob- 
lems which were revealed by the social study, must be recorded. The 
record should show which problems were selected for medical social 
treatment and the methods by which the treatment was carried out. 

Medical social work aims to further the three objectives of the hospital 
—care of the patient, teaching, and research. Since of these the care 
of the patient is accepted as primary, the social record which furthers 





The writer has formulated this statement for the Records Committee and 
takes this opportunity to express her grateful appreciation to all the mem- 
bers of the committee and to Miss Helen Beckley, then Executive Secretary of 
the Association, who have made valuable suggestions as to the substance and 
form of this report. The members of the Records Committee are: Edith Baker, 
Ruth Emerson, Gordon Hamilton, Mary Wysor Keefer, Agnes H. Schroeder, 
Edith G. Seltzer, and Constance B. Webb. (Written May, 1934.) 
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that care is here selected for discussion. The special contribution of 
medical social case work to the care of the patient lies in the study of the 
patient’s situation and attitudes and the treatment of the social problems 
related to the medical situation. This assumes at all points full considera- 
tion of the patient’s recognition of and reaction to his own needs. In 
this process, the medical social worker functions continuously as a mem- 
ber of the medical team and in relation to the administration. 

While some social case workers are able to carry out these processes 
without a record, the setting down of this material in organized form 
contributes greatly to the clarity of the worker’s thinking. The time of 
the patient, physician, and the worker will probably be wasted in re- 
peated investigations if the data which are relevant are not available for 
ready reference. Scientific medical treatment aims to know end-results 
which can be checked only if the material is available. The social record 
should be useful not only to the worker herself, but to others who may 
be at the same time or in the future caring for the patient. The record 
should, therefore, be available to other departments in the hospital. The 
practice with respect to entering the social record as a part of the unit 
history varies. Some social service departments prefer to retain the com- 
plete social record in the social service files, and to submit only a sum- 
mary of the complete record for inclusion with the unit history. These 
departments usually vary the form and content of the summary to per- 
mit the inclusion of only that social material which will be helpful to 
the doctor. Sometimes information of particular value to the doctor is 
inserted by the social worker among the doctor’s treatment notes. 

It is clear that any record which is meant to be helpful in the care-of 
the patient must show the individualized thinking, planning, and treat- 
ment which is essential to good social case work. The way in which the 
individual patient’s medical situation affects his social situation will de- 
termine what kind of information will be relevant. The occupation of 
a cardiac wage-earner, for example, may need to be investigated in detail, 
whereas, in the case of a housewife who needs insulin and diabetic man- 
agement, the ability from a financial and personal standpoint to carry 
out the diabetic regime and to secure insulin may be the focus of social 
study. In using any form, the case worker must proceed from the ma- 
terial to its arrangement in the record, never allowing the headings of 
any form to control or in the slightest degree affect the natural sequence 
of the social study which she is making of the particular case. She 
should never allow a form to inhibit her thinking or to encourage her to 
gather irrelevant material. 

Headings serve as an index to the material which is gathered, and 
usually increase visibility and facility in the use of the record. Although 
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the social study must be highly individualized, and the material gathered 
will vary, certain data are basic and can frequently be recorded under 
a few special headings which experience has shown lend themselves to 
the recording of significant material. These headings should be changed 
whenever necessary and others added, or sub-headings made as required. 
Over-indexing should be avoided, especially when the material gathered 
is meager or when a summary of the social record is prepared for in- 
clusion with the unit history. One or two well chosen headings are to 
be preferred to many. Headings chosen a priori are less desirable than 
true indexing, which is the process of mentally underscoring significant 
items and referring to these by a word or phrase in the margin. 

A record may set forth fully the individualized social study, yet lack 
the very essential quality of vividness which is necessary if the reader is 
to get the meaning of the situation. A record must be a human docu- 
ment. It should reveal the personality of the patient, his own and his 
group’s insights and capacities for solving his problem. The live quality 
of the psychological relationship between the worker and the patient 
should stand forth from the record, and the way in which this relation- 
ship affects the course of treatment should be revealed. Such vividness 
will be increased by descriptions of behavior and the quoting of signifi- 
cant remarks, if not over-elaborated. 

The following outline is suggested as a possible one to use in organiz- 
ing the material which may be entered in social case records. It con- 
sists of a face sheet and text. The face sheet, which is usually a printed 
form, is the first page of the social record and is used to set forth, for 
greater visibility and facility of reference, identifying and other informa- 
tion which one needs to know quickly about the status of the patient. 
The text is written on plain sheets. The size and color will be deter- 
mined by the recording policies of the institution. If the unit system is 
used the record will be of the same size as the unit record and may differ 
in color to increase facility of reference. The identifying information 
which is needed will be determined by diverse circumstances, as for ex- 
ample, the laws of the state or locality, or the type of institution, whether 
public or private. The face sheet alone is not a social record, nor can it be 
considered in any way as a framework on which to build a social record. 
It cannot reveal the study, planning, and treatment of integrated medical 
and social problems. In some institutions which use the unit system, 
there is no face sheet because much of the information is set forth on 
the first page of the medical record. 

The arrangement of the items of a face sheet which is here offered has 
usually been found to be convenient. The items themselves are probably 
essential to any social case study, although they may not need to be re- 
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peated if they are available for quick reference elsewhere in the record. 
The outline of the text here suggested is for the recording of the study, 
planning, and treatment of integrated medical and social problems. It 
may also be used as an outline for writing a summary of the social rec- 
ord, when such a summary is entered instead of the entire social record as 
a part of the unit history. In the selection of details for such a sum- 
mary, emphasis should be placed upon that information which will be 
most helpful to those departments to which the unit history is avail- 


able. 

Economies in recording can be effected by using details more sparingly, 
taking care that nothing is omitted of the basic information which is 
pertinent to an understanding of the medical and social problems. It 
will be increasingly important to avoid over-indexing. Such concen- 
trated recording will be an economy through the saving of stenographic 
service. At first it may effect no saving in the time of the case worker, 
because it requires more thought. Practice makes for greater facility in 
making records brief but comprehensive. 


Body of the Record 
(“Text”) 

The parenthetical remarks indicate the case work processes which the 
particular headings are intended to record. Beneath the headings are some 
suggestions as to the kind of information which can frequently be con- 
veniently arranged under the headings specified. 


1. Statement of Reference 
(It is important to know how and when the case came to the depart- 
ment. ) 

Date. 

Name, title, and department of person who referred patient. 

Reasons for refer and, if different, the reasons for accepting the 
case for study. 

2. Medical Situation 
(The worker secures the doctor’s report of the findings, with his 
interpretation of their significance.) 

Date when information was secured, by whom and from whom 
secured. 

Diagnosis and findings which relate to the social situation. 

Prognosis, expected outcome with or without treatment particu- 
larly as related to social factors. 

Recommendations for medical treatment, so described that con- 
clusions can be drawn as to how they will affect patient’s mode 
of life. 
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3. Social Study 
(The worker brings together the information which she has gathered 
about those social factors which are pertinent to the medical situa- 
tion.) 


A. Patient 

Patient’s, or if patient is a child, the parent’s statement of the 
medical-social situation and attitude toward it. 

Patient’s (or parent’s) understanding of the physical condition 
and his attitude toward proposed treatment. 

Pertinent information in regard to health, education, work, 
religion, interests, recreation, daily regime, marriage, relation- 
ship to other members of the family or household, and any 
significant behavior. 


B. Family background 


Tabulation of the family make-up, names of parents first, chil- 
dren in the order of birth dates. Patient is included. Nota- 
tion of dates and place of birth of the members of the family, 
their relation to the patient, occupation or grade, and unit 
history number, if known to the hospital. Duplication with 
face sheet information if such is used should be avoided. Only 
that material should be presented which contributes to the 
understanding of the patient and his present problems. In- 
formation as to family interrelationships, for example, would 
usually be pertinent. Sometimes information about preced- 
ing generations of the family will have significance. 


C. Home conditions 


Description of the house, neighborhood, number of rooms, sleep- 
ing arrangements, furnishings which reflect interest and per- 
sonality of members of the household, a statement about the 
efficiency of management of the home. 


D. Financial situation 


Sources and amounts of income, expenditure, and debts; and 
their implications in terms of a standard budget, or a budget 
which meets the standards of the patient at his particular 
social level. Most important is a statement of the implica- 
tions of the financial information in relation to the medical- 
social problems. There is a tendency to collect irrelevant or 
poorly analyzed material regarding finances. 


E. Experiences with other social or medical agencies 


Short summary of reports from agencies, and patient’s or 
family’s attitude toward the experiences with these agencies. 
Include information which will indicate now or in the future 
the possible effect of these contacts on the treatment of the 
present problems. 
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4. Diagnostic Statement 
(The worker and the doctor bring out the interrelated significance 
of the foregoing information.) 

Here the worker records the interpretation of the medical situation 
and the social situation, and brings to a focus the main interact- 
ing difficulties. The problems must be clearly stated, but the 
assets in the situation should also be brought out. It is frequently 
helpful to include a statement as to the prognosis, or probable 
outcome of case treatment, as estimated by the social worker. 
A diagnostic classification (such as the Hamilton Terminology*) 
is useful as a basis for social research. 


5. Plan 


(The aims of treatment are defined in conjunction with the doctor 
and the steps are decided upon by which these aims might be 
reached. ) 

Goal of treatment and steps by which the goal is to be pursued. 
A statement of what further social study is needed. 


6. Treatment 
(Steps are taken to carry out the plans.) 

Notes in chronological or summarized form (or both), with dates; 
topical headings may classify the different steps or activities in 
treatment, and thereby facilitate reference. Further social in- 
formation or analysis will necessarily need to be inserted through 
these treatment notes, and here again topical headings will serve 
as an index and will facilitate the use of the record. 


7. Evaluation 
(During the course of social treatment, it is important to try to 
determine the effectiveness of the treatment and the reasons for 
success or failure. Such an evaluation should always be made when 
the case is closed, and should contain an analysis of the reasons for 
terminating treatment. ) 


Under this heading is recorded the case work process of evaluation. 


q 8Gordon Hamilton, “A Medical Social Terminology” (published by the Social 
Service Department of the Presbyterian Hospital), New York, 1930. 
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National Hospital Day to Date 


AST MONTH in an article in the BULLETIN we suggested that hos- 
i pital executives desiring a copy of the pamphlet containing the 35 
suggestions for the observance of National Hospital Day write to 
the chairman, Albert G. Hahn, or direct to the Association headquarters. 
Suffice it to say that the bulletin is certainly read by hospital executives, 
as requests were received in great numbers both by the headquarters and 
by the National Hospital Day chairman at the Deaconess Hospital, 
Evansville, Indiana. 

Many outstanding radio artists will bring to the attention of the public 
the importance of National Hospital Day, among them Lowell Thomas, 
Will Rogers, “Amos and Andy,” and the Carnation Milk program. Many 
local stations are at the disposal of the hospitals if they can be induced 
to allow the time. 

The United States and Canada have been divided into regional districts 
as follows: 


A. J. MacMaster, R.N. 
Moncton Hospital Canada 
Moncton, New Brunswick 


| Colorado 
Walter G. Christie Arizona 
Presbyterian Hospital Utah 
Denver, Colorado Nevada 
Wyoming 


New Mexico 





Bryce Twitty 
Baylor University Hospital 
Dallas, Texas 


C. J. Cummings 
Tacoma General Hospital 
Tacoma, Washington 


Clinton Smith 
Iowa University Hospitals 
Iowa City, lowa 
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Texas 
Oklahoma 


L Louisiana 


Washington 
| Oregon 
California 
| Idaho 


| Montana 


Iowa 
Minnesota 
| North Dakota 
L South Dakota 
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M. R. Kneifl a 
Catholic Hospital Association “an 
St. Louis, Missouri coo 
Carl Wright 
Syracuse General Hospital New York 
Syracuse, New York 
Alden Mills Michigan 
Modern Hospital { Ohio 
Chicago, Illinois Pennsylvania 
Mrs. Jewel W. Thrasher, R.N. a . 
Frasier Ellis Hospital al 
| Florida 
Dothan, Alabama \ Georgia 
[ Revtecty 
Agnes O’Roke, R.N. ana 
: : irginia 
Kosair Hospital W. Virgin 
er | . Virginia 
Louisville, Kentucky | 5. Cesins 
US. Carolina 
Edw. Rowlands Illinois 
Martha Washington Hospital Indiana 
Chicago, Illinois L Wisconsin 
Joseph A. Morrow, M.D. vd = 
Bergen County Hospital Ae et 


Ridgewood, New Jersey 


L Dist. of Columbia 
[ Denavesions 


Massachusetts 
Lewis A. Sexton Rhode Island 
Hartford, Connecticut | Vermont 


| New Hampshire 
\ Maine 


In addition, each state president is expected to appoint a state chairman, 
the states having reported to date as follows: 


Indiana— 

Edgar Blake Methodist Hospital Gary 
Colorado— 

J. P. Hilton, M.D. Mount Airy Sanitarium Denver 
Minnesota— 

Jos. G. Norby Fairview Hospital Minneapolis 
North Carolina— 

Graham L. Davis Duke Endowment Charlotte 
Kentucky— 

Lydia M. Haase Community Hospital Glasgow 
lowa— 

F. P. G. Lattner Findley Hospital Dubuque 
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Maine— 

T. A. Devan Eastern Maine Gen. Hosp. Bangor 
Washington— 

A. L. Howarth Deaconess Hospital Wenatchee 
Oklahoma— 

Mr. Bostic Oklahoma Univ. Hospital Oklahoma City 
New Mexico— 

Superintendent Meth. Deaconess Hospital Albuquerque 
Louisiana— 

Dr. Basil MacLean Touro Infirmary New Orleans 
Texas— 

Miss Margaret Kennedy Sanitarium of Paris Paris 


The Physicians’ Record Company is offering special National Hospital 
Day bulletins, stamps and other helpful and practical pieces of publicity 
material for hospitals. 

Last year the Deaconess Hospital of Evansville used the milk bottle 
collar invitation with satisfactory results. The Neher Whitehead Company, 
of St. Louis, Missouri, has thousands of these collars ready and will send 
you a sample and prices. This invitation reaches every home in your 
community on the milk delivery routes. Milk companies are willing to 
co-operate in their distribution. Any hospital planning something of 
national importance will have the honor of Pathé News Service. Write 
to Albert G. Hahn and arrangements will be made for the cameraman to 
come to your city. 

Let us ever remember that National Hospital Day this year will be 
observed as a memorial to the founder, the late Matthew O. Foley. 





“ 
~——_—— 


Meeting Dates of the 
New Jersey Hospital Association 


The Spring meeting of the New Jersey Hospital Association will be 
held on Wednesday, April 24, at Overbrook Hospital, Cedar Grove, N. J., 
by invitation of Dr. Guy Paine, superintendent. 

The 11th Annual Convention of the New Jersey Hospital Association, 
in conjunction with the New Jersey Occupational Therapy Association, 
the New Jersey State Dietetic Association, and the New Jersey Chapter, 
American Association of Medical Social Workers, will be held at Haddon 
Hall, Atlantic City, on Friday and Saturday, June 14 and 15. 
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Coming Meetings 


Ohio Hospital Association, Columbus, April 2-4. 

Washington State Hospital Association, Seattle, April 6. 

North Carolina, South Carolina, and Virginia Hospital Associations, 
Greensboro, N. C., April 11-12. 

New Jersey Hospital Association, Spring meeting, Cedar Grove, 
April 24. 

Iowa Hospital Association, Iowa City, April 29-30. 

Illinois, Indiana, and Wisconsin Hospital Association, Chicago, May 1-3. 

Arkansas Hospital Association, Little Rock, May 7. 

Hospital Association of Pennsylvania, Philadelphia, May 8-10. 

Michigan Hospital Association, Jackson, May 9-10. 

Mississippi Hospital Association, Biloxi, May 13. 

International Hospital Congress, Rome, Italy, May 19-26. 

Hospital Association of New York State, New York City, May 23-24. 

Mid-West and Missouri State Hospital Associations, Colorado Springs, 
June 6-7. 

American Medical Association and Canadian Medical Association, At- 
lantic City, June 10-14. 

American Heart Association, Atlantic City, June 11. 

New Jersey Hospital Association, Atlantic City, June 14-15. 

Catholic Hospital Association, Omaha, June 17-21. 

Minnesota Hospital Association, Duluth, June 20-21. 

Manitoba Hospital Association, Dauphin, June. 

Rhode Island Hospital Association, Newport, June. 

Connecticut Hospital Association, Willimantic, June. 

Hospital Association of Nova Scotia and Prince Edward Island, Wolf- 
ville, N. S., June. 

National Hospital Association, New Orleans, August 11-12. 

American Protestant Hospital Association, St. Louis, September 28. 

American Hospital Association, St. Louis, September 30-October 4. 

American College of Hospital Administrators, St. Louis, September 30- 
October 4. 

American Occupational Therapy Association, St. Louis, September 30- 
October 4. 

American Association of Medical Social Workers, St. Louis, Septem- 
ber 30-October 4. 

Children’s Hospital Association, St. Louis, September 30-October 4. 

National Association of Nurse Anesthetists, St. Louis, October 1-3. 

Ontario Hospital Association, Toronto, October 15-17. 

Kansas Hospital Association, Emporia, October 26. 

American Dietetic Association, Cleveland, October 28-31. 

American College of Surgeons, San Francisco, October 28-November 1. 

Association of Record Librarians of North America, San Francisco, 
October 28-November 1. 
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Association Meetings in April 


Ohio Hospital Association, Columbus, April 2-4 


The Ohio Hospital Association presents an unusually interesting pro- 
gram for its fourteenth annual meeting in Columbus April 2, 3, and 4. 
The meetings will be held at the Deshler-Wallick Hotel. 

Among the prominent leaders who will address this convention are 
the Hon. Martin L. Davey, Governor of Ohio, the Hon. William A. 
Walls, Dr. Felix Held, Rt. Rev. Maurice F. Griffin, Dr. R. H. Bishop, Mr. 
John A. McNamara, and Robert Jolly, President of the American Hos- 
pital Association. This meeting will be one of the most important state 
meetings of the year and will be well attended. 


Washington State Hospital Association, 
Seattle, April 6 


This meeting will attract a large attendance from the entire North- 
west. The Washington association is progressing very rapidly and is 
developing into one of the most progressive of the state organizations. 


North Carolina, South Carolina, and Virginia 
Hospital Associations, Greensboro, N. C., April 11-12 


This tri-state meeting always presents a program that is full of in- 
terest to hospital administrators. The large registration from these three 
states emphasizes the value of this annual meeting. Greensboro is making 
arrangements for an unusually large attendance. The program subjects 
and speakers selected are of interest to all hospitals, not only those located 
in these three states but throughout the country. 


New Jersey Hospital Association, Spring Meeting, 
Cedar Grove, April 24 


Another reference to this meeting has been made in an announcement 
on page 169. 

The annual meeting of the New Jersey association will be held in 
Atlantic City, June 14-15, at the Chalfont-Haddon Hall. 
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Iowa Hospital Association, lowa City, April 29-30 


The annual conventions of the Iowa Hospital Association are always 
well attended. This year the meeting will be held at the University Hos- 
pital in Iowa City. In addition to a program that is full of merit, the 
delegates and visitors will have an opportunity to visit one of the finest 
university hospitals in the United States. 

A meeting immediately following the meeting of the Iowa association 
will be that of the ILLINOIS, INDIANA, and WISCONSIN HOS- 
PITAL ASSOCIATION, IN CHICAGO, MAY 1-3. 





DOG 


Dr. Bigelow’s Body Found 


Nearly four months after the mysterious disappearance of Dr. George 
H. Bigelow, the former director of the Massachusetts General Hospital, 
his body was recovered from a reservoir near Framingham, Massachusetts. 


Dr. Bigelow was prominent socially as well as in his profession, and 
was a state commissioner of public health for Massachusetts before tak- 
ing over the administration of the Massachusetts General Hospital. Dur- 
ing the 44 years of his life he had made a valuable contribution to medical 
and hospital progress. He was a graduate of the Harvard Medical School 
and his ability and energy soon secured for him a deserved recognition in 
the field of medicine, public health, and hospital administration. 

A nation-wide search for him has been conducted since his disappear- 
ance on December 3, 1934. 
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ANOTHER NOTABLE 
STRIDE 


in the 
development 
of 
high voltage 
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This treatment cubicle is completely 
lead lined (%" thick) and is shipped “knocked 
lown,”’ ready for installation. 


@ These illustrations show two major 
units comprising the deep therapy equip- 
ment recently installed by G-E engineers 
inSt. John’s Hospital of Cleveland, Ohio. 
A unique feature is the patient's treat- 
ment room, which also includes a shock- 
proof tube housing. This cubicle is self- 
contained, completely x-ray protected, 
and so designed that it was possible to 
ship it “knocked down” to the hospital. 
How simple, convenient and econom- 
ical this type of installation as compared 
with that of constructing the equiva- [ v— 
lent of these facilities on the premises... KXCP-2 Unit, generating 400 kv. 
X-ray generating unit: the KXCP-2, constant potential. 
producing 400 kv., constant potential, employing G-E 
capacitors, transformers and four KR-5 Kenotron recti- 
fier tubes. Coolidge tube: the XPT-4 (400 kv.), perma- 
nently evacuated and therefore operated independent of 
a vacuum pumping system... If you are contemplating 
installation of high voltage therapy equipment, or the 
modernization of Operating at 400 kv. (constant potential), 
your present facili- 5 ma., at 80 cm., without back-scattering, 


ties, let us advise theapproximateroutput of this equipment 
with you in work- 25 measured by a Victoreen Dosimeter, is: 












ing out the most _ Total 1/Min. Effective 
de : ll Filtration Wave Length : 
practical installa- y ; RE 
. for your indi- 3 mm. Cu. 19.0 .058 Angstroms View of interior of 
tion yc 5mm. Cu. 14.0 .051 Angstroms treatment cubicle. 
vidualrequirements. 7mm. Cu. 10.5 .047 Angstroms Floor area 5' x 9’. 





GENERAL ELECTRIC ~~ X-RAY CORPORATION 
2012 JACKSON BLVD. Branches in All Principal Cities CHICAGO, ILLINOIS 
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Applications for Institutional Membership 
December 1, 1934, to March 25, 1935 


Alabama 
ee ee Jasper 
Indiana 
CI OR he eee ets by eran eed Fort Wayne 
Maryland 
Annapolis’ Emergency Wiespival .... 0.26. ccc Annapolis 
Michigan 
NI cc lit Ie ee ee ON Po eu La aed Detroit 
ee ee en Te eee ee eee Detroit 
New York 
Association of Private Hospitals, Inc................... New York 
Tuxedo Memorial Hospital...................... .... Tuxedo Park 
Westchester Square Hospital. . Base thee ehet A abla Bronx, New York 
Oklahoma 
Soldiers Tuberculer Sacacesiotn .”. 05.00 ors. oe eos Sulphur 
Texas 
Fred Roberts Memorial Hospital.......:............ Corpus Christi 


es fosoks 





Applications for Personal Membership 
December 23, 1934, to March 25, 1935 


California 
Maffly, Alfred E., supt., Berkeley General Hospital, Berkeley. 
Connecticut 
Goodwin, James L., chrmn. exec. comm., Hartford Hospital, Hartford. 
Colorado 


Agnes, Sister Mary, R.N., superior, St. Benedict Hospital, Sterling. 

Anthony, Sister Mary, supt., Mercy Hospital, Denver. 

Bates, Carl V., M.D., supt., Bates Hospital and Sanitarium, Ouray. 

Graves, C. Herman, M.D., owner, Graves Hospital, Canon City. 

Logan, G. Arnold, accountant, University of Colorado School of Medi- 
cine and Hospitals, Denver. 

Modesta, Sister M., supt., St. Vincent Hospital, Leadville. 

Noess, Lulu, R.N., supt., Lutheran Hospital, Alamosa. 

Raphael, Sister Mary, R.N., supt., St. Mary’s Hospital, Grand Junction. 

Walters, H.M., pres., Community Hospital, Boulder. 


Florida 

Efta, Anna, R.N., supt., Lake County Medical Center, Umatilla. 
Georgia 

Alford, A. E. B., M.D., med. dir. and owner, Bainbridge Hospital, Bain- 


bridge. 
Allen, E. W., M.D., phys. in chg., Allen’s Invalid Home, Milledgeville. 
Binion, Richard, M.D., med. dir., Milledgeville City Hospital, Milledge- 
ville. 
[174] April, 1935 
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Good Publicity is Necessary to Make 


NATIONAL HOSPITAL DAY 
A Success in YOUR Hospital 

















THE ONLY 
SERVICE OF 
THIS KIND 


Especially designed 
posters, folders, folder 
rack, post card an- 
nouncements, newspa- 
per mats, movie film 
trailers, birth certifi- 
cates, gummed stickers 
for your mail ...a 
complete publicity serv- 
ice ready made to fit 
your requirements. 


BEAUTIFUL 
POSTERS 
IN COLORS 


Illustrated is one of the 
most popular posters. 
You have a choice of 
several attractive de- 
signs printed in colors 
on heavy cardboard (14 
x 22 in.) and imprinted 
with the name of YOUR 
HOSPITAL. 























* | ° 
Lo 


ORDER NOW . . . . Avoid Disappointment 


We urge you not to wait until the last minute rush. Orders will 
{ be filled in order of receipt. Write or send coupon now for full ] 
information. 






ee 


PHYSICIANS' RECORD CO., Dept. D-4 FORM, 
The Largest Publishers of Hospital and Medical Records : 
161 W. Harrison St., Chicago, Ill. for Every Hospital 


=r P 
[J Send me information about Hospital Day Publicity. Bl 


(CD Send me samples of Standardized Forms. 
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Brawner, Jas. N., M.D., med. dir., Brawner’s Sanitarium, Smyrna. 
Claxton, E. B., M.D., Claxton Sanitarium, Dublin. 
Curry, Rev. Chas. W., supt., Warren A. Candler Hospital, Savannah. 
Dean, Gertrude, R.N., supt., Newnan Hospital, Newnan. 
De Lay, Rose H., R.N., supt., Walton County Hospital, Monroe. 
Downey, J. H., M.D., med. dir. and owner, Downey Hospital, Gainesville. 
Franklin, Rufus C., M.D., med. dir. and owner, Franklin Hospital, 
Swainsboro. 
Fullilove, H. M., M.D., med. dir., St. Mary’s Hospital, Athens. 
Hamrick, Shirley N., R.N., supt., Hall-Chaudron Hospital, Cedartown. 
Hancock, Thomas H., M.D., med. dir. and owner, Atlanta Hospital, 
Atlanta. 
Hunt, Kenneth S., M.D., med. supt. and owner, R. F. Strickland and Son 
Memorial Hospital, Griffin. 
Job, Richard C., Brunswick City Hospital, Brunswick. 
Knight, Ethel, R.N., supt., Athens General Hospital, Athens. 
Smith, Mrs. Edith M., R.N., supt., Columbus City Hospital, Columbus. 
Tew, Nannie W., R.N., supt., Telfair Hospital, Savannah. 
Thompson, Cleveland, M.D., phys. and owner, Millen Hospital, Millen. 
Ware, Robt. M., M.D., med. dir., Fitzgerald Hospital, Fitzgerald. 
Wills, Charles E., M.D., med. dir., Washington General Hospital, Wash- 
ington. 
Illinois 
Beckley, Helen, dir., Social Service dept., Cook County Hospital, Chicago. 
Brand, Senna, supt., Blessing Hospital, Quincy. 
Ropchan, Alexander, secy., Health Division, Council of Social Agencies 
of Chicago, Chicago. 
Indiana 


Blanche, Sister M., R.N., supt., Good Samaritan Hospital, Kokomo. 

Franke, Anna M., supt., Schneck Memorial Hospital, Seymour. 

Harlan, Vere, R.N., supt., Daviess County Hospital, Washington. 

Luecke, Martin H., supt., Irene Byron Tuberculosis Sanatorium, Fort 
Wayne. 

Morris, Ruth, supt., Clay County Hospital, Brazil. 

Virginia, Sister M., R.N., superior, St. Joseph’s Hospital, South Bend. 


Kentucky 


Hollingsworth, Wm. G., M.D., med. off. in chg., U. S. Marine Hospital, 
Louisville. 
Louisiana 


Fry, Mrs. Louise G., R.N., supt., Tri-State Hospital, Shreveport. 
Ignatius, Sister M., R.N., supt., T. E. Schumpert Memorial Hospital, 
Shreveport. 
Massachusetts 


Clark, Dorcas P., R.N., supt., Community Memorial Hospital, Ayer. 

Daly, Sister Marie, R.N., supt., Carney Hospital, South Boston. 

Eckerle, Katherine, supt., Evangeline Booth Maternity Hospital and 
Home, Boston. 

Knowles, Sylvia H., trustee, St. Luke’s Hospital, New Bedford. 

Knowlton, Wilson W., M.D., asst. supt., Peter Bent Brigham Hospital, 
Boston. 

Rice, Arthur W., trustee, Faulkner Hospital, Jamaica Plain, Boston. 
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AMERICAN 


.. STERILIZERS 
..BEDPAN WASHERS 

.. DISINFECTORS 

.. WARMING CABINETS 


“AMERICAN” 


KNY-SCHEERER 


SURGICAL OPERATING TABLES 
OBSTETRICAL TABLES 

.. HAWLEY FRACTURE TABLES 

..MARTLAND AUTOPSY TABLES 




















All manufactured to the same exacting requirements which 
have made American Sterilizers famous and popular with 
competent executives. 


AMERICAN STERILIZER COMPANY 
HOME OFFICE ERIE, PA. 


New York Office: Chicago Office: 
200 Fifth Avenue 1553 W. Madison Street 
| SVRGEONS Boston Office: 735 Boylston Street 


abate CANADA ... Messrs. Ingram & Bell, Ltd.. 
Montreal, Toronto, Winnipeg, Calgary 
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Minnesota 
Williams, A. L., asst. supt., Minneapolis General Hospital, Minneapolis. 


New Hampshire 


Fuller, Hazel E., R.N., supt., Elliott Hospital, Manchester. 
O’Donoghue, Rosanna, R.N., Portsmouth Hospital, Portsmouth. 


New Jersey 
CondeH, Lucy, hosp. libr., Veterans Administration Facility, Lyons. 


New York 
Kruger, Alexander W., M.D., asst. phys., Morrisania City Hospital, New 
York. 
Oregon 
Bast, Celia, R.N., supt., Hahnemann Hospital, Portland. 
Coe, Wayne, secy-treas., Morningside Hospital, Portland. 
Coffey, W. B., bus. mgr., Dr. Robert C. Coffey Clinic and Hospital, 
Portland. 
Couch, Ralph, supt., University of Oregon Medical School, Hospitals and 
Clinics, Portland. 
Greene, Geo. L., editor, National Hospital Forum, Portland. 
Kingsley, Opal Phelps, mgr., Medical-Dental Surgeries, Portland. 
Risinger, Elizabeth, R.N., supt., Josephine General Hospital, Grants Pass. 


Pennsylvania 

MacNamara, E. J., chief, div. of accounts, State Department of Health, 
Harrisburg. 

Orr, Nellie, R.N., supt. nrs., Philadelphia Hospital fer Mental Diseases, 
Byberry, Philadelphia. 

Rowley, E. G., supt., Citizens General Hospital, New Kensington. 

Sepp, N. J., supt., Homeopathic Medical and Surgical Hospital, Pitts- 
burgh. 

Virginia 

Bloxom, W. C., asst. supt., Medical College of Virginia, Hospital Divi- 
sion, Richmond. 

Brown, Aileen, chief diet., Medical College of Virginia, Hospital Divi- 
sion, Richmond. 

Lankford, M. Mae, R.N., supt. nrs., Johnston-Willis Hospital, Richmond. 

Thompson, Girard V., M.D., asst. supt., Medical College of Virginia, 
Hospital Division, Richmond. 


Washington 
Gibson, Laura G., R.N., asst. supt. and dir. nrs., Tacoma General Hos- 
pital, Tacoma. 
Linn, Gertrude H., R.N., supt., Memorial Hospital, Sedro Woolley. 
Stanislaus of Jesus, Sister, R.N., supt., St. Joseph’s Hospital, Vancouver. 


Wisconsin 
Thompson, Barbara A., R.N., dir., Bureau of Nursing Education, Madi- 
son. 
Canada 


Delaney, Wm. H., M.D., D.P.H., supt., Jeffery Hale’s Hospital, Que- 
bec, P. Q. 
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THE POWERS REGULATOR CO. } 


40 years of specialization in temperature control < 
CHICAGO: 2735 Greenview Ave. NEW YORK: 231 E. 46thSt. | | 
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OFFICERS OF NATIONAL, STATE, AND PROVINCIAL 
ASSOCIATIONS 


Alabama Hospital Association 


President—C. N. Caraway, Norwood Clinic, Birmingham. 
Secretary—A. C. Jackson, M.D., Walker County Hospital, Jasper. 


Alberta Hospital Association 


President—A. F. Anderson, Royal Alexander Hospital, Edmonton. 
Secretary—J. Rodgers, Drumheller Municipal Hospital, Drumheller. 


American Association of Medical Social Workers 


President—Lena R. Waters, Hospital of the University of Pennsylvania, 
Philadelphia. 
Secretary—Helen J. Almy, Colorado General Hospital, Denver. 


American College of Hospital Administrators 


President—Robert E. Neff, University of Iowa Hospitals, Iowa City, 
Iowa. 
Director-General—J. Dewey Lutes, Ravenswood Hospital, Chicago, Ill. 


American Occupational Therapy Association 


President—Joseph C. Doane, M.D., The Jewish Hospital, Philadelphia. 
Secretary—Mres. Eleanor Clarke Slagle, 175 Fifth Ave., New York City. 


American Protestant Hospital Association 
President—Charles C. Jarrell, D.D., 131 Grady Ave., Athens, Ga. 
Executive Secretary—E. E. Hanson, Lutheran Deaconess Home and 
Hospital, Chicago. 


Arkansas Hospital Association 


President—Rev. John Healy, diocesan director of hospitals, Little Rock. 
Secretary—Regina Kaplan, Levi Memorial Hospital, Hot Springs. 


Association of Private Hospitals, Inc. 


President—Harold Hays, M.D., 133 E. 58th St., New York, N. Y. 
Exec. Secretary—O. R. Gottfried, 1440 Broadway, New York, N. Y. 


British Columbia Hospitals Association 


President—E. W. Neel, Duncan. 
Secretary—J. H. McVety, 411 Dunsmuir St., Vancouver. 


Association of California Hospitals 


President—R. E. Heerman, California Hospital, Los Angeles. 
Secretary—Mrs. Lola M. Armstrong, Whitcomb Hotel, San Francisco. 


Canadian Hospital Council 
President—F. W. Routley, M.D., Toronto. 
Secretary—G. Harvey Agnew, M. D., 184 College St., Toronto. 
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Highly concentrated . 
soap solids . 





. - containing 43% 
. - leaving the skin surgically 
clean, Germa-Medica Liquid Surgical 




















Soap is the choice in more than 60% of 


all scrub-ups. It is indicated where 


ever positive cleanliness is imperative 


LEVERNIER PORTABLE FOOT PEDAL SOAP DISPENSERS 
The Levernier Portable Foot Pedal Soap Dispensers are recog- 
nized for their sanitary and economical method of dispensing 


to} 
soap at the scrub-up sink. They are moveable; operated by foot 
pressure; furnished without charge to users of Germa-Medica 


The HUNTINGTON = LABORATORIES /ne. 


HUNTINGTON 


INDIANA 
TORONTO, ONT. 72-76 Duchess St. 999 SLoganst, DENVER, COLO. 


MADE BY THE MAKERS OF BABY-SAN, AMERICA’S FAVORITE BABY SOAP 
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Catholic Hospital Association 


President—Rey. Alphonse Schwitalla, S.J., 1402 S$. Grand Blvd., St. 
Louis. 
Secretary—M. R. Kneifl, 1402 S. Grand Blvd., St. Louis. 


Children’s Hospital Association 
President—Robert B. Witham, Children’s Hospital, Denver. 


Secretary—Agnes O’Roke, Kosair Crippled Children’s Hospital, Louis- 
ville. 


Colorado Hospital Association 
President—John Andrew, M.D., Longmont Hospital Association, 
Longmont. 


Secretary—William S$. McNary, University of Colorado Medical School 
and Hospital, Denver. 


Connecticut Hospital Association 
President—Allan Craig, M. D., Charlotte Hungerford Hospital, Tor- 
rington. 
Secretary—Lucy Abbott, William Backus Hospital, Norwich. 


Department of Hospital Service, Canadian Medical Association 
Secretary—G. Harvey Agnew, M. D., 184 College St., Toronto. 


Florida Hospital Association 
President—Dorothy B. Thurston, Halifax Dist. Hospital, Daytona 
Beach. 
Secretary—Fred M. Walker, Duval County Hospital, Jacksonville. 


Georgia Hospital Association 
President—W. D. Barker, Georgia Baptist Hospital, Atlanta. 
Secretary—Jessie M. Candlish, Henrietta Egleston Hospital for Chil- 
dren, Atlanta. 


Hospital Association of the State of Illinois 


President—E. I. Erickson, Augustana Hospital, Chicago. 
Secretary—Maurice Dubin, Mt. Sinai Hospital, Chicago. 


Indiana Hospital Association 


President—E. C. Moeller, Lutheran Hospital, Ft. Wayne. 
Secretary—A. G. Hahn, Protestant Deaconess Hospital, Evansville. 


Iowa Hospital Association 
President—Thomas P. Sharpnack, Broadlawns Hospital, Des Moines. 
Secretary—E. C. Pohlman, University Hospitals, Iowa City. 


Kansas Hospital Association 
President—Rev. John E. Lander, Wesley Hospital, Wichita. 
Secretary—Rev. John T. Axtell, Axtell Christian Hospital, Newton. 
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THE HOSPITAL 
THE PATIENT 
THE NURSE 
How are they affected 
by 
The Closing of Nursing Schools 
The Eight-Hour Day 
Equipment, Techniques, Methods. 


THE 


American Journal of Nursing 
Will Keep You Informed 


The American Journal of Nursing, 
50 West 50th Street, N. Y. C. 


Sree 1 Yr. $3.00 scicecd Vee Se 








An improved Placement Service to 
Hospitals and similar institutions. 


DISCRIMINATING 
INTELLIGENT 
EFFICIENT 
PROMPT 


We invite requisitions from Superintendents 
of Hospitals, Superintendents of Nurses 
and other officials interested in procuring 
competent and desirable applicants for in- 
stitutional positions, in any capacity and 
in all sections of the country. 


Nurse Placement Service 


Suite 1513, 8 South Michigan 
Avenue, Chicago. 


A Non-Profit Institution 


Founded by the State Nurses’ Association 
of Illinois, Indiana, lowa, Michigan and 
Wisconsin. 


No Guessing 
With DIACK 


CONTROLS... 





Diack Controls are placed in 
the center of the largest dress- 
ing bundle in the load (near the 
bottom of sterilizer). The tab- 
let is hermetically sealed in 
glass, protected from impurities 
in the steam or atmosphere. If, 
at the end of the sterilizing pe- 
riod the tablet has melted—the 
dressings are sterile. SAFE. 
There is no guessing, with time- 
tried Diack Controls. 


Prices Reduced B) 
Diack Controls (100 in a box) 50 
boxes, $3.00 each. 10 boxes, 
$3.20 each. 5 boxes, $3.40 each. 


| box, $3.60. Postpaid to any 
point in the U. S. or Canada. 


A. W. DIACK e 


5533 Woodward Avenue 
DETROIT, MICHIGAN 
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Kentucky Hospital Association 


President—E. P. Guerrant, M.D., Winchester. 
Secretary—Elsie L. Delin, Children’s Free Hospital, Louisville. 


Louisiana Hospital Association 
President—Basil C. MacLean, M.D., Touro Infirmary, New Orleans. 
Secretary—Harriett L. Mather, Southern Baptist Hospital, New 
Orleans. 
Maine Hospital Association 


President—T. A. Devan, M.D., Eastern Maine Gen. Hospital, Bangor. 
Secretary—Margaret A. Hebert, Gardiner Hospital, Gardiner. 


Manitoba Hospital Association 


President—J. H. Metcalfe, Portage la Prairie. 
Secretary—G. S. Williams, M.D., Children’s Hospital of Winnipeg. 


Michigan Hospital Association 


President—W. L. Babcock, M.D., Grace Hospital, Detroit. 
Secretary—Robert G. Greve, University Hospital, Ann Arbor. 


Mid-West Hospital Association 


President—Frank J. Walter, St. Luke’s Hospital, Denver, Colo. 
Secretary—Walter J. Grolton, St. Louis Hospital No. 1, St. Louis. 


Minnesota Hospital Association 


President—J. H. Mitchell, Colonial Hospital, Rochester. 
Secretary—A. M. Calvin, Midway and Mounds Park Hospitals, St. Paul. 


Mississippi Hospital Association 


President—R. J. Field, M.D., Field Memorial Hospital, Centreville. 
Secretary—-Leon S. Lippincott, M.D., Vicksburg Sanitarium, Vicksburg. 


Missouri Hospital Association 


President—Rev. R. D. S. Putney, St. Luke’s Hospital, St. Louis. 
Secretary—Walter J. Grolton, St. Louis City Hospital No. 1, St. Louis. 


Montreal Hospital Council 


President—W. R. Chenoweth, Esq., Royal Victoria Hospital, Montreal. 
Secretary—A. L. C. Gilday, M.D., Montreal Gen. Hosp., Western Div. 


National Association of Nurse Anesthetists 


President—Mrs. Gertrude L. Fife, 2065 Adelbert Road, Cleveland, O. 
Secretary—Mary L. Goodman, 2065 Adelbert Road, Cleveland. 


National Methodist Hospitals, Homes, and Deaconess Association 
President—Albert Z. Mann, International Y. M. C. A. College, Spring- 
field, Mass. 
Secretary—Guy M. Hanner, Beth-El General Hosp., Colorado Springs. 
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Trade-Mark Reg. 
U. S. Pat. Off. 


THE ONLY MATTRESS..... 


.... That has proven completely satisfactory for use 
on the tilting bed. 














.... That can be thoroughly sterilized without dam- 
age or inconvenience. 

....That gives true flexibility in all directions, thereby 
providing the maximum relaxation to the patient, re- 
gardless of posture. 

.... That has won unstinted praise from the foremost 
hospitals of America. 

.... That is used in hospitals to a larger extent than 
any other mattress. 


Spring-Air Is Made Only Under License 
from the Charles Karr Company by the 


MASTER BEDDING MAKERS OF AMERICA 


Factories in over forty cities from coast to coast. 





TAKE ADVANTAGE OF THIS SERVICE 


In all probability yeur present 
mattresses can be re-made into 
Spring-Air at little expense. Look 
into this service; find out what 
the advantages and ecenomies 
are in equipping your beds with 
Spring-Air. 
WRITE TO 
SECRETARY’S OFFICE, 
HOLLAND, MICHIGAN 
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New Brunswick Hospital Association 


President—George Gilbert, K.C., Bathurst. 
Secretary—Fred I. Haviland, Box 897, Fredericton, N. B. 


New England Hospital Association 


President—Stephen S. Brown, M.D., Maine General Hospital, Portland. 
Secretary—Albert G. Engelbach, M.D., Massachusetts Gen. Hosp., 
Boston. 


New Jersey Hospital Association 


President—Fred W. Heffinger, Mercer Hospital, Trenton. 
Secretary—Rev. John G. Martin, Hospital of St. Barnabas, Newark. 


Hospital Association of the State of New York 


President—P. Godfrey Savage, Niagara Falls Memorial Hospital. 
Secretary—Carl P. Wright, General Hospital, Syracuse. 


North Carolina Hospital Association 


President—Newton Fisher, James Walker Memorial Hospital, Wilming- 
ton. 
Secretary—M. E. Winston, Rex Hospital, Raleigh. 


North Dakota Hospital Association 


President—J. T. Tollefson, St. Luke’s Hospital, Fargo. 
Secretary—Halvor H. Halvorson, Trinity Hospital, Minot. 


Hospital Association of Nova Scotia and Prince Edward Island 


President—Rev. H. G. Wright, Inverness, N. S. 
Secretary—Anne Slattery, R.N., Dalhousie University, Halifax, N. S. 


Ohio Hospital Association 
President—M. F. Steele, M.D., Grant Hospital, Columbus. 
Secretary—A. E. Hardgrove, Akron City Hospital, Akron. 
Central Office: 1925 A. I. U. Building, Columbus. 


Oklahoma Hospital Association 
President—T. B. Hinson, Enid Springs Hospital, Enid Springs. 
Secretary—R. L. Loy, Jr., Oklahoma City General Hospital, Oklahoma 
City. 
Ontario Hospital Association 


President—D. M. Robertson, M.D., Civic Hospital, Ottawa. - 
Secretary—F. W. Routley, M.D., 410 Sherbourne St., Toronto. 


Oregon Association of Hospitals 
President—Rev. Axel M. Green, Emanuel Hospital, Portland. 
Secretary-Treasurer—Grace Phelps, R.N., Doernbecher Memorial Hos- 
pital for Children, Portland. 


Hospital Association of Pennsylvania 
President—Charles A. Gill, Episcopal Hospital, Philadelphia. 
Secretary—John N. Hatfield, Pennsylvania Hospital, Philadelphia. 
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Do you need a position? Do you need personnel for your hospital ? 





M. Burneice Larson, 
Director 





When a Hospital 


Becomes Famous 








Go into some hospitals and the very air is charged with an 
intangible, pleasing, fascinating something that’s worth its 


weight in gold. 


Patients and visitors notice it, feel it, know it’s there and 


—priceless confidence results. 


We lift our heads for here we know the leaders work, the 
men and. women who love the jobs they live, and life with 


a fervor that can’t be bought. 


In common English—MAN POWER makes a hospital like 
that ; nothing else can make it, nothing else ever does or ever 
will make it, for success is the lengthened shadow of famed, 


successful men and women. 


Our part is to find men and women like that for you; and 


to find jobs for these men and women that they can love. 


The Medical Bureau 


3800 Pittsfield Bldg. Chicago, Illinois 
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Hospital Association of Rhode Island 


President—William O. Rice, M.D., Rhode Island Hospital, Providence. 
Secretary—Helen M. Blaisdell, Westerly Hospital, Westerly. 


Saskatchewan Hospital Association 


President—J. E. Needham, Unity. 
Secretary—G. E. Patterson, General Hospital, Regina. 


South Carolina Hospital Association 


President—F. O. Bates, Roper Hospital, Charleston. 
Secretary—H. H. McGill, Columbia Hospital, Columbia. 


South Dakota Hospital Association 


President—H. J. Bartron, M.D., Bartron Hospital, Watertown. 
Secretary—C. W. Carlson, Moe Hospital, Sioux Falls. 


Southern Methodist Hospital Association 


President—Robert Hudgens, Emory Univ. Hosp., Emory University, 
Ga. 

Secretary—Sadie Morrison, General Hospital Board, M. E. Church, So., 
Atlanta, Ga. 


Tennessee Hospital Association 
President—I. W. Wagner, M.D., U. S. Veterans Facility 88, Memphis. 
Secretary—B. P. Moffatt, Methodist Hospital, Memphis. 

Texas State Hospital Association 


President—Bryce L. Twitty, Baylor Hospital, Dallas. 
Secretary—May Smith, Bradford Memorial Hospital, Dallas. 


Virginia Hospital Association 


President—W. T. Sanger, M.D., Medical College of Virginia, Richmond. 
Secretary—Lewis E. Jarrett, M. D., Hosp. Div., Medical College of 
Virginia, Richmond. 


Washington State Hospital Association 


President—J. V. Buck, St. Luke’s Hospital, Spokane. 
Secretary—A. C. Jordan, M.D., Harborview Hospital, Seattle. 


Western Hospital Association 


President—J. V. Buck, St. Luke’s Hospital, Spokane, Wash. 
Secretary—Mrs. Lola M. Armstrong, Western Hospital Review, Los 
Angeles. 


Hospital Association ef West Virginia 


President—James L. McClure, M.D., Richwood. 

Secretary—Charles C. Warner, P.O. Box 1828, Charleston. 

Executive Secretary—James W. Harris, Jr., P. O. Box 1828, Charles- 
ton. 


Wisconsin Hospital Association 


President—R. C. Buerki, M.D., Wisconsin General Hospital, Madison. 
Secretary—J. G. Crownhart, 119 E. Washington St., Madison. 
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A New Achievement in 
Greater Comfort 





The Hall Floating Spring supports evenly any body weight 
in any position. . . 


A Gatch-type spring that gives every patient super-elastic support, 
no matter what his weight . . . such is the new Hall Floating Spring. 
Countless tests prove that it does so unvaryingly. 


The cushion of the Floating Spring is finely tempered, extra strong 
pressure coils, hour-glass shaped, for utmost resiliency. Metal links, 
top and bottom, insure free play to all convolutions. They can even 
pass through the ends. Every coil is always upright. 


There are no cross supports. ‘Tension springs of great strength 
and flexibility support the pressure cushions at the sides. 


The Floating Spring has an improved hinge that prevents bed 
shortening; “‘loose link’’ raising device. Finished in rustproof cadmium 
plate. Send for descriptive circular. 


FRANK A. HALL & SONS 


Office: 118-122 Baxter Street Salesrooms: 25 West 45th Street 
NEW YORK, N. Y. 














April, 1935 [189] 

































































wow 
Cle Or 


cow 
IDS 


Technical Bulletins of the 
American Hospital Association 








NUMBER CONTENTS PRICE 
44 Disinfection after Comtmmiot.. ccc isc ccevseccsccseccscssccccssstetcereeseess n/c 
47 Report of Committee On FIOOTS.........cccececcseccerevccccescscecccseccccccce 50¢ 
48A Report of Committee on Buildings: Construction, Equipment, and Mainte- 
ee eT er eer rer Serre ere Te Te ree Ty ee TTC ae ee Te 
49 Report of Committee on Laundry Equipment and Supplies (1922)........... 
49A Report of Committee on Laundry Equipment and Supplies (1923)............ 
50 Report of Committee on Hospital Forms Pertaining to Annual! Reports (1922) 2 
50A Report of Committee on Hospital Forms (1923)..........cccccccccccccccccccece 15 
51 Report of Special Committee on Gauze Renovation (1922)..........eeeeeeeeeee 
51A Report of Committee on Gauze Renovation (1923).......ccccccccccccscvccvcecs 
52 Handling of Narcotics in Hospitals not Maintaining Licensed Druggists...... 
55 Report of Committee on Training for Hospital Social Work............+.e04+ f 
57 Report of Committee on Foods and Equipment for Food Service (1923)...... 
58 Special Report of Sub-committee on X-ray Departments and Work.......... 25 
SS See CS US oo cccici ices oo sin oss chs web power we oes cec anne Sepenoenge ens / 
60 Report of Special Committee on CICANiING. ..... 2. ccsccccccccccccecrcccsovcccs 5 
61 Report of Committee on Buildings: Construction, Equipment, and Mainte- 
ES See Pre erred Te Orr Terre Teer TC rer Tee ree er 35e 
62 Report of Committee on Foods and Equipment for Food Service (1924)....... 25¢ 
66 Renort. of Committee on Accounting and ReCOrds: .....ccccccccccccevsccseses 50e 
67 Report OF Cmt-Fmtiont COmsmetltee TIGRE) occ icccc cc ccccesceccccecssuevesesenses 50c 
68 Report of Committee on Buildings: Construction, Equipment, and Mainte- 
vol eli yer 2 RRSP area ey GP arte Rhiror ir irene eee ae ere ereor ar ara coe tata arnt 50e 
69 Report. or Committee on County HGOSpitals. <i osc ccccesocccccseensectéas 50c 
73 Report of Committee on Out—Patient Work (1928).......ccsccnsccsccccccvcece 50c 
76 Report of Committee on Hospital Organization and Management (1930)..... 50c 
77 Report of Committee on Postmortem Examinations (1930)..........0eeeeeeee 50e 
1D “HEBD OTE OF PIP TATy COMICS CI 0G0) ow ccecedeccccnencteestwnsseseetescacceees n/e 
79 BEODOTE GE OGLE AIOE COMITIEOS AIO DE icc cob cccec nie eseescscesecenctonccess 50e 
80 Report of Committee on Hospital Planning and Equipment (1930)............ 50c 
81 Report of Committee on Fire Insurance Rates (1931)............eecscececvecs 50¢c 
83 Report of Legislative Reference Committee (1931) .........cccccscccccccecces 50e 
85 Report of Committee on Public Health Relations (1931)............eeeeeeeeee 50c¢ 
86 Report of Committee on Hospital Planning and Equipment (1931) ............ 50e 
St )06«6 BOPOTE OF ORE-PUCORE COmeIEtGe CUDEID occ ccccsivcccccerseccsvsvoectaccscess 50c 
88 Report of Committee on Hospital Organization and Management (1931)...... 50ec 
89 Report of Committee on Employees’ Retirement (1981)...........ee cece eeeeees 50¢ 
90 Report of Committee on Simplification and Standardization of Furnishings, 
UO, etl GRRE LEOEDD” 5 on seid cca se carers crehneeeceee ess 5¢ 


Report of Committee on Workmen’s Compensation and Liability 
Report of Committee on Hospital Planning and Equipment (1988) © 





Report of Legislative Reference Committee. (1982). ....iacccccseccvsnscrcceceve 5 
Report of Committee on Nomenclature in Uniform Staff Organization (1932). 50c 
Report of Committee on Bed Occupancy of Hospitals (1982) ............eee eee 50e 
meport of Commitioe on: AUtOpsles (1932) .oecccsccccscccccecssccvesasiepesiosse 50c 
Report of Committee on Employees’ Retirement (1932) ..........eeeeeeeeeees 50c 
Report of Committee on: Clinical Records (1982) ..cccccveccovscscucvcccvecsecs 500 
Report of Committee on Fire Insurance Rates (1982).....ccsscccsscccesscces 50e 
Report of Committee on ete ea and Standardization of Furnishings, 
BUDDUCS, MU SUGMINIMEOE C1IGE) « 6:00 ainlas o.0:s-0's,c0:0 ores nceds se nec eneeieedes 50c 
Report of Committee to Study Reports of Committee on the Costs of Med- 
PUNE MNES? RENN 5 og S96. draco 5 ao oe Piciivies visi v Wei Siew ARR EGO Re AP wae bee Mew mele ele 50c 
Report of Out-Pationt Committee (1083)  o...< coé.cs swsieee sewsnwses eomecenseeees 50e 
Report of Committee on Hospital Organization and Management (1932)..... 50c 
Report of Committee on Hospital Planning and Equipment (1933)............ 50c 
Report of Legislative Reference Committee (1933) ........ccecccccccccccececes 50c 
Report of Committee on Hospital Income and Bed Occupancy (1933)........ 50c 
Report of Committee on Autopsies (1933)............00000- Neput ewe nccruwas 50c 
Report of Committee on Employees’ eos goes MRR 6p oie c steraln'p Cis mio ore coaters 50c 
Report: of Committee on ‘Clinical Records. (1988)... sccccscvvensvecvcccvecees 50c 
ea - Committee on Workmen’s ae cond and Liability Insurance 
pine ein tulalavaie ais ip pis ia ere wists aie aielere ora aca Gie eal orerat vrata ra aisle eb wee eal a oun ee eceen eae 50c 
Report of Committee on Simplification and Standardization of Furnishings, 
PeLDUDENES:. QAMACE  SUCUMBIIIIROITE LODO). 6: « 0. o'0.ac5 x 0:6 Wes eie Race Be os be nines URE Ne pees as 50¢ 
Report ef Committee te Study Reports of Committee on the Costs of ences 
REPRO AARNE ON pc caic7e sec nyatl tee OU 5 eee oaks on tov deal Pose UGE erase Da alee HS OREM RMNO EEG ONO 50c 
Report of Committee on Public Education (1984)... .cccsccccseccsseccercoess 50c 
Report of Committee on Hospital Planning — \ apace CROCE i s:b-0 dow oe 50c 
Report of Committee on Air Conditioning (1984) ..........cccrcceosscsessecece 50c¢ 
Report of Committee on Public Health et rt 2 a ee ee 50c 
Report of Committee on Hospital Income and Bed Occupancy (1934) ...... 50c 
Report of Out-Catient “Committee C1964) o.oc.0.6:0.6:0010: 060.6-0.009.00 cap eerealeevews 50c 
Report of Legislative Reference Committee (1934) ........cccccceccccvveccs . 50c 
MepOre of Committee On “ANtOpsles C1954) coe. cieccinnsnccnsncsesorecdrcesver 50c 
Report of Committee on Clinical Records (1984) ......ccsccccccccccccccssece 50ec 
oe P98) Committee on Workmen’s Compensation and Liability Insurance 
asso hcechidia -wvcietw’ pialetb Gin et mieaa’n wie relates sis ae eels Wiki a On ibia.e ele Bie Gare easleerieta aoe sb Holes 50¢ 
Report of Committee on Simplification and Standardization (1934) ........ - 50¢ 


[190] April, 1935 

















CLASSIFIED DIRBCTORY OF ADVERTISERS 


MECHANICAL EQUIPMENT 


Thermostats, Heat Control 


Powers Neguiator Corse. ints wow sia cnneoen «mknscameas omens 179 
Valves, Thermostatic Water Mixing 

POWGrS MeMUINIOS COn Coes cad dcccatwaccwewanewsile ea ee wacea’ 179 

GENERAL FURNISHINGS AND SUPPLIES 

Beds 

Fide GF ‘Sens: Prank Pied oss ke ties we Metlnwlawuneaatecameemeees 189 
Cleansing Agents 

Reuntineton Laboratories, Ine..k ccc ccee en tesc vena cnsenuade 181 
Cushions, Bed 

Master Bedding Makets of Ametiéds 60 cc's ciccccle:e decinletuceesanes 185 
Disinfectants, Deodorants 

Feununiaton Lavoratories, Ines. ..cec cs ce aytic du cee wscew wens 181 
Disinfectors 

PABNONICANY SUCEIIRES ©0s ce ceiwco lacie a elec en 6 we eeen new eaous 177 
Dispensers, Soap 

Rrantineton Eaporatosies, Ine. o.i4:i. ewes tie sidee wa we.cnteewaamas 181 
Furniture, Complete Line 

Pde SONS PEAR AN es 6. cee he tS ee eae ne eae e manasa 189 
Mattresses 

cel Ge TONGS RAINE Aika o.cie- oo sioiacere-k we aland Rate as eeiu earns Cuan 189 

Master Bedding Makers of Americas... 0. .csccccessesicawcw ews 185 
Soap, Liquid 

EauntinecOny Laboratories. IiGe ss. sas «is c/aisine ale sccaetelomeneency 181 
Soap, Scrubbing Compound 

Rbuntiigton Kanoratoties; Weiss. c oss cnscceveseeescesaeewens 181 
Springs 

Ria Ge Sons, Bran Mess oe Sis egieslos ma cdcele oo ene wee wewee es 189 
Tables, Bedside 

NCAA MAOPHE OO. idence ds vedo Wennduosneecnemes Inside front cover 
Vermin Exterminators 

Aiisenicaum: Siscieer: Coes os 3.55 ss vreltiee Women ew ree nee asee 177 

CLINICAL AND SCIENTIFIC EQUIPMENT AND SUPPLIES 
Desks, Chart 

Geatai Maoshis Cori cdcies Soden nasewundewes Inside front cover 
Forms, Record 

isyoreianis’ (RECOE Coie & ccc.u eraicinc'c'u-« crass ere aie ceo we ciereaele uM eee 175 


Furniture, Scientific 
Seat inatit: Coe oes Siiicndowaecu an eumeeureeont Inside front cover 


April, 1935 [191] 





Incubators 
Scanlan-Morris Co 


Operating Tables 
American Sterilizer Co 
Scanlan-Morris Co 


Physiotherapy Equipment 
General Electric X-ray Corp 


Soap, Surgical 
Huntington Laboratories, Inc 


Sterilizer Controls 
Archibald W. Diack 


Sterilizers 
PATE TAUGHT NOPE LE IROL COO 5. 5% sia sire seule. vaiteceie ereie oui Ohta rable Shoat: 177 
Scanlan-Morris Co Inside front cover 


Stretchers 
Scanlan-Morris Co Inside front cover 


Sutures 


Davis & Geck, Inc Inside back cover 


Tables, Operating 
PRIMO TICA TT OLCLIMB CHC). 6's ie isaoee oS ale wele @ eleven & vw Gide whales 177 
Scanlan-Morris Co Inside front cover 


Washers, Bedpan 
BA DETICR TA SOLCLITISET MODs 6) 'e: sate aihid 3 Fob Neko We ale wie 6 a WSN ae 177 
Scanlan-Morris Co Inside front cover 


X-ray Apparatus 
General Electric X-ray Corp 


PUBLICATIONS 


American Journal of Nursing 


PLACEMENT SERVICE 
Medical Bureau, The 


Nurse Placement Service 


LIST OF ADVERTISERS 
American Journal of Nursing 
PNARIE AGAMA MIE E BELLA AASO 15751 sisi a Poe To, wise hiGl ni dal'o ieeror ker ov oe nar eer earn, one els Pe aor Wie: 
Davis & Geck, Inc Inside back cover 
Diack, Archibald W 
General Electric X-ray Corp 
Hall & Sons, Frank A 
Huntington Laboratories, Inc., The 
Master Bedding Makers of America 
Medical Bureau, The 
Nurse Placement Service 
Physicians’ Record Co 
Powers Regulator Co 


Scanlan-Morris Co 


[192] April, 1935 











e 


eC 








“*__sterility, strength, 

; compatability, and 
flexibility—all these 
are important!”’ 


Jf, of ( Ky is - EMBODY EVERY ESSENTIAL 
Uu Uj res OF THE PERFECT SUTURE 


DAVIS & GECK, INC. + 217 DUFFIELD STREET ~ BROOKLYN, NEW YORK 
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Invite Your Community to 
Your Hospital 











